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a problem in infant care 


Indigestibility of the feeding formula is now accepted as an important 
factor in infantile vomiting, and is recognized as being closely related 
to other causative influences such as underfeeding with subsequent air 
swallowing. Cow’s milk-water-sugar formulas, for example, may produce 
a higher incidence of vomiting because of large tough curds which pass 
through the pylorus with difficulty.1 The fat of cow’s milk is also con- 
sidered to prolong passage of the formula into the duodenum.? Emptying 
of the stomach is delayed and the likelihood of overdistention with con- 
sequent regurgitation increased. 


for rapid, unhampered digestion—Similac 


When Similac is the prescribed feeding, the likelihood of vomiting is 
greatly reduced, for Similac, in the stomach, forms a fine, soft, near- 
liquid curd with a tension of zero and Similac fat is altered to approxi- 
mate the pattern of breast-milk fat. Similac, like breast milk, is rapidly 
and easily digested. There is no delay in the emptying of the stomach, 
with minimal likelihood of overdicten.ion and regurgitation. 


SIMILACs 


there is no closer equivalent to the milk of healthy, well-nourished mothers. 


Supplied: As Powder in tins containing 1 |b., with measuring cup; as 
Liquid in tins containing 13 fl. oz. 


1. Jeans, P. C., and Marriott, W. McK.: Infant Nutrition, St. Louis, C. V. 
Mosby, 1947, pp. 133, 334-336. 2. Brennemann, J. 0., in Brennemann’s 
Practice of Pediatrics, Hagerstown, W. F. Prior, 1949, vol. 1, ch. 26, p. 3. 


M & R Laboratories, Columbus 16, Ohio 
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a new antibacterial combination 


Gantricillin is the new combination of Gantrisin ‘Roche’ 
(the single, more soluble sulfonamide) plus penicillin. 


Gantricillin is recommended for infections susceptible to penicillin 
or sulfonamides. It is especially useful when the causative organisms 
are more susceptible to the combination than to either drug alone. 
Each scored tablet contains 0.5 Gm Gantrisin and 
100,000 units of crystalline penicillin G potassium. 


Hoffmann-La Roche Inc., Nutley 10, N. J. 


GANTRISIN®— brand of sulfisoxazole 
GANTRICILLIN™ 
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Neither the Editor nor the Publisher of the Journal of the 
American Medical Women’s Association is responsible for any 
statements made or opinions expressed by any of its contributors. 


JouRNAL OF THE AMERICAN MebIcAL WOMEN’S ASSOCIATION is published monthly by the American Medical Women’s Association, Inc., at 
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EprroRIAL AND ADVERTISING OFFICE, Journal of the American Medical Women’s Association, V. Brookhart, Advertising and Business Manager, 
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physiologic 
correction 

or 
corpus luteum 


failure 


Whether a deficiency of corpus luteum hormone 
presents as spontaneous abortion, metrorrhagia, functional 
dysmenorrhea, or premenstrual tension, it may be 
corrected physiologically by PROLUTON and PRANONE. 
PROLUTON (pure progesterone) is administered 
intramuscularly or as Buccal Tablets. PRANoNE (ethisterone) 
is administered as tablets. Both PROLUTON and PRANONE 

aid development of a normal endometrium essential 

for uninterrupted pregnancy and normal menses. 


uC LU TON ® (Progesterone U.S.P.) in oil for intramuscular injection. 
‘OLUTON Buccal Tablets (Progesterone U.S.P.) in Schering’s special 
solid solvent base, PoLyHyproL.® 


\NONE ® Tablets (Ethisterone U.S.P.; anhydrohydroxyprogesterone), 
orally effective progestin. 
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Have you tested the new degrees of effectiveness and accepta- 
bility provided by SULESTREX? 


Results are prompt, constant, and predictable... “with an amaz- 
ingly low incidence of side reactions.” Regardless of the intensity of 
treatment, there is no possibility of esthetic “embarrassment.” 


Measure these advantages when prescribing for your next meno- 
pausal patient. SULESTREX (piperazine estrone sulfate, Abbott) 


provides the natural estrogen, estrone, in pure crystalline form. It is 
not a mixture of estrogenic agents of variable potencies. SULESTREX 
is stable, water-soluble, odorless and tasteless. 


You may choose from three prescribing forms: Tablets* Sub-U-Tabs** 
and Elixir.* Try it, soon, with this confidence: 


7. you can’t prescribe a more effective oral estrogen. 


M: for Sublingoat Tablers, 
Reich, et al 992}, A Recent Advancerin Estrogenic® 


BA) 
no odor or after-odor 
no taste or aftertaste 
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WHEN EMPHASIS ON SAFETY 


In these psychologically disturbing days 
correct information on family spacing is 
the right, the obligation of all . . . and 


only the physician can properly advise. 
Build a close relationship between your- 
self and your patients, by using the tested 
Koromex plan. * 


ACTIVE 
INGREDIENTS: 

* We'll be happy — = BORIC ACID 2.0% 

to send literature OXYQUINOLIN 
BENZOATE 0.02% 

AND 
PHENYLMERCURIC 
ACETATE 0.02% 
IN SUITABLE 
JELLY OR 
CREAM BASES 


A CHOICE OF PHYSICIANS 


HOLLAND-RANTOS COMPANY, INC. + 145 HUDSON STREET, NEW YORK 13,N.Y, «¢ MERLE L YOUNGS, PRESIDENT 
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President: Josephine E. Renshaw, M.D., 1150 
Connecticut Ave., N.W., Washington, D.C. 
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Santa Fe. 
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FOURTEEN, NEW YORK, NEW YORK 
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Secretary: Marcelle T. Bernard, M.D., 635 East 211th 
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for more effective control 


of menopausal symptoms 


MENAGEN 


MENAGEN WITH METHYLTESTOSTERONE makes 
possible better symptomatic control of both the 
menopause and the male climacteric because it is 


physiologic replacement therapy. By providing both 
estrogen and androgen as they occur naturally, 
MENAGEN WITH METHYLTESTOSTERONE affords: 


additive action 
minimal dosage 

heightened sense of well-being 
fewer side effects 


dosage: 
Objective of treatment and basis for judging progress is relief of symptoms. . 
Dosage should be adjusted to meet individual needs. High initial dosage of 2 capsules 
daily for about a week, for prompt relief, and maintenance dosage of 1 capsule 

daily thereafter, is usually sufficient to relieve the average patient in the climacteric. 


Each MENAGEN WITH METHYLTESTOSTERONE Capsule contains Menagen 
équivalent to the estrogenic activity of 10,000 I. U. ketohydroxyestratriene, 

and 10 mg. methyltestosterone. Menagen is an orally effective estrogen 

derived from natural sources. 


supplied: bottles of 100 capsules. 
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THIRTY-ONE, MISSISSIPPI 
President: Eva L. McLorn, M.D., 964 N. State St., 
Jackson. 


Secretary: Ruth R. Burroughs, M.D., 2912 N. State 
St., Jackson. 


THIRTY-TWO, WESTERN NORTH CAROLINA 
President: Mary Michel, M.D., Waynesville. 
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President: Ruth Rumsey, M.D., 7521 Biscayne Blvd., 
Miami. 


Secretary: Ella Hediger, M.D., 560 N. E. 71st St., 
Miami. 


THIRTY-FOUR, ARKANSAS 


President: Martha M. Brown, M.D., State Hospital, 
Little Rock. 


Secretary: Alice Gamble-Beard, M.D., Little Rock. 


THIRTY-FIVE, PUERTO RICO 


President: Alice Reinhardt, M.D., Sanatorio Insula, 
Rio Piedros. 


Secretary: Maria Amelia Pares, M.D., Professional 
Building, Santurce. 
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President: Miriam Rutherford, M.D., 2929 Summit 
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THIRTY-SEVEN, SEATTLE, WASHINGTON 


President: Phyllis Leibly, M.D., 4530-5ist St., N.E., 
Seattle. 


Secretary: Lily E. Schoffman, M.D., 828 Fourth and 
Pike Bldg., Seattle. 


THIRTY-EIGHT, LONG BEACH, CALIFORNIA 


President: Lillian B. Walley, M.D., 667 Redondo Ave., 
Long Beach 


Secretary: Dorothy D. Prince, M.D., 3721 Cerritos 
Ave., Long Beach. 


THIRTY-NINE, BOSTON, MASSACHUSETTS 


President: Patricia Benedict, M.D., 264 Beacon St., 
Boston. 


Secretary: Marion Perry, M.D., hed Scotland Rd., Read- 
ing. 


Keep this Directory up-to-date by sending the names and addresses of newly-elected officers promptly to Jour- 
nal of the American Medical Women’s Association, 1790 Broadway, New York 19, N.Y. 


jet HISTORICAL INFORMATION 


For The Establishment of Permanent Historical Records Concerning Members of the 
American Medical Women’s Association 


Name Address 

City State 
Children 
College Graduation year 
Graduate study Further degrees 
What have you practiced? Where? 


Organizations to which you belong 


Offices held 


Institutions with which you are, or have been, associated 


Hospital staff 


Specialty 


Research 


Further study 


Other types of professional activities 


Special clinical projects 


Publications 


Honors 


Civic activities 


Date 


PLEASE COMPLETE AND RETURN TO: Ida J. Draeger, Librarian, Woman’s Medical College of 


Pa., Henry and Abbottsford, Philadelphia 29, Pa. 


Gututetma Fett Atsop, Chairman, Historical Committtee 
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acetylaminohydroxy phenylarsonic 
acid... 


an unusually powerful, well tolerated protozoacide — 
is particularly active against Trichomonas vaginalis and has given 


excellent clinical results in the eradication of Trichomonas vaginitis. 


Combined with a 
carbohydrate and boric 


® 
eve an 
| —" 


Powder for office insufflation 
(10 Gm. vials and 1 oz. 

and 8 oz. bottles). 
Tablet-inseris for home use 
(boxes of 25 and 250). 


New Yorw«, N.Y. Winosor, 


Devegan, trademark reg. U. S. & Canada 


~ 


14 


SAL 


ACTS SO PROMPTLY 


The dependable laxative action of Sal Hepatica has a 
sound pharmacologic basis. It acts promptly because: 


] It passes rapidly through the stomach. “The 
emptying time of the stomach is actually shortened by 
reducing the gastric acidity.”’ Sal Hepatica is antacid. 
“Effervescent mixtures decrease the emptying time of 
the stomach.”* Sal Hepatica is effervescent. 


2 In the intestine it promptly stimulates peristalsis. 
Sal Hepatica, by osmotic action, draws water into the 
intestine; the increased fluid bulk initiates peristaltic 
action. Evacuation usually follows promptly. 


APERIENT 
oa Pleasant-tasting Sal Hepatica provides 
promptgentlelaxation without griping. Being 
LAXATIVE antacid, it relieves the gastric hyperacidity 
frequently accompanying constipation. 
REFERENCES : 
Cc ATH ARTIC 1. The Physiological Basis of Medical Practice. 1945, p. 486. 


2. New England J. Med. 235:80, July 18, 1946. 


ANTACID, EFFERVESCENT, SALINE LAXATIVE 


PRODUCT OF BRISTOL-MYERS + 19 WEST 50 STREET + NEW YORK 20, N.Y. 
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ANNUAL MEETING 


Reservations for Rooms 


Mr. David S. Racusin, General Manager 
BarBizon-PLaza Hotei 
101 West 58th Street 

New York City, N.Y. 


Please make reservations as follows for the A.M.W.A. meeting. 
Single rooms $6.50 to $8.50 
Twin-bedded rooms $10.00 to $14.50 


I will arrive on , and depart on 
Name 
Address City 


Note: If reservation is for more than one person, please state name and address of other per- 
son or persons: 


Name 


is 
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for relief of 


ARTHRITIS 


and allied disorders 


(brand of phenylbuta 


NEW SYNTHETIC NON-HORMONAL 


A totally new concept in management of rheumatic disorders, treatment with 
BUTAZOLIDIN offers a combination of clinical advantages not shared by any other agent. 


Relieves pain in approximately 3 of every 4 cases within a few days of commencing treatment 


Produces functional improvement in many cases by reducing swelling and spasm and increas- 
ing mobility 


Has favorable effect in virtually all forms of arthritis and many types of painful musculo- 
skeletal disorders 


Maintains effectiveness for as long as treatment is continued 


Effective by mouth, thus well adapted to routine use in either bedridden or ambulatory patients 


In order to secure optimal results with minimal risk of side 
reactions physicians are urged to send for the brochure 


“Essential Clinical Data on BuTAZOLIDIN” and other inform- 


ative literature. 


Butazo.ip1n® (brand.of phenylbutazone) is available as coated tablets of 200 mg. and 100 mg. 


A selection from the bibliography on BuTazouipin...(1) Freyberg, R.; Kidd, E. C., and Boyce, K. C.: Studies of 
Butazolidin and Butapyrin in Patients with Rheumatic Diseases. Paper read before the Annual Meeting of the American Rheuma- 
tism Association, Chicago, June 6, 1952. (2) Kuzell, W.C., and others: Phenylbutazone (Butazolidin) in Rheumatoid Arthritis 
and Gout, J.A.M.A. 149 :729, 1952. (3) Kuzell, W. C., and Schaffarzick, R. W.: Butapyrin in Gout, Stanford M. Bull. 9 :194, 1951. 
(4) Kuzell, W. C., and Schaffarzick, R. W.: Phenylbutazone (Butazolidin), Bull. Rheumat. Dis. 3:23, 1952. (5) Kuzell, W. C., 

and Schaffarzick, R. W.: Phenylbutazone (Butazolidin) and Butapyrin in Arthritis and Gout, California Med. 77 :319, 1 952. 
(6) Smith, C. H. .» and Kunz, H. G.: Butazolidin in Rheumatoid Disorders, J. M. Soc. New Jersey 49 :306, 1952. (7) Stein- 
brocker, O., and others: Phenylbutazone Therapy of Arthritis and Other Painful Musculoskeletal Disorders, J.A.M.A. 150 :1087, 
1952. (8) Stephens, C. A. L,, Jr., and others: Benefits and Toxicity of Phenylbutazone (B lidin)® in Rh id Arthritis, 
J.A.M.A. 150 :1084, 1952. 


‘ GEIGY PHARMACEUTICALS 
eiy Division of Geigy Company, Inc., 220 Church St., New York 13, N.Y. 


In Canada: Geigy (Canada) Limited, Montreal 
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PULVULES 


For 


refreshing sleep 
from dusk to dawn 
Pulvules Tuinal—a combination of equal 


parts of quick-acting “Seconal Sodium’ 
(Secobarbital Sodium, Lilly) and moder- 


ately long-acting ‘Amytal Sodium’ (Amo- 
barbital Sodium, Lilly)—assure prompt 


and sustained hypnosis. 


Available through your local pharmacy in 
three sizes—3/4, 1 1/2, and 3-grain pulvules. 
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Treatment of Pneumonia 


Frieda Baumann, M.D., F.A.C.P., Maurice Sones, M.D., F.A.C.P., and 


Katharine R. Boucot, M.D., F.A.C.C.P. 


GENERAL TREATMENT 


ment of pneumonia is in danger of becoming 

a matter of the administration of an anti- 
biotic. The general care of the patient is now too 
frequently left to family, friends, and nurses with- 
out adequate directions from the physician. The 
detailed nursing care and much of the symptomatic 
treatment given even a decade ago is not entirely 
necessary, but to depend entirely on antibiotic war- 
fare in the battle against the organisms which cause 
pneumonia is not availing ourselves of all the ammu- 
nition at hand. 


iE THIS ERA OF ANTIBIOTIC THERAPY, the treat- 


The comfort of the patient, the relief of tran- 


sient but often distressing, symptoms occurring in 
the acute stage of even the mild case should not be 
neglected. With the best and most timely manage- 
ment, a higher percentage of complications can be 
prevented, and convalescence with return of the pa- 
tient to his usual activities in as good a condition as 
or even better than he was when he developed pneu- 
monia should be the physician’s ultimate aim. 

Lest we forget these things, we feel that the time 
is at hand to review the old and the new therapeutic 
measures, eliminate those which are of no value, and 
indicate those which are essential to the good care of 
the patient. 


College of Pennsylvania. 


Dr. Baumann is the Hannah E. Longshore Professor of Medicine, Dr. Sones is Assistant Pro- 
fessor of Medicine, and Dr. Boucot is Professor of Preventive Medicine, at the Woman’s Medical 
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Ideally the etiologic organism should be deter- 
mined as soon as possible in each case. However, bac- 
teriologic studies are not always available imme- 
diately, therefore it is even more essential that a 
careful evaluation of the history, symptoms, and 
physical signs be made in each case. At least a tenta- 
tive diagnosis as to the bacterial etiology should be 
determined before treatment is undertaken, and spu- 
tum specimens should be obtained before treatment 
is begun. The result of the bacteriologic studies may 
be of great value, even after antibiotic therapy has 
been established. The cultures should be held for 
sensitivity tests, in all serious cases. 

The selection of the antibiotic for the individual 
case should be determined by the history of previous 
allergic reactions to any of the antibiotics, as well as 
on the bacteriologic diagnosis. The physician should 
be prepared to change to another antibiotic, or to 
use combined antibiotics, and/or chemotherapy if 
the response to treatment is not satisfactory. 


PREVENTION 


The problem of prevention of pneumonia is un- 
solved. That healthy carriers exist is definitely 
known. The following measures for the reduction of 
the incidence of pneumonia have been more or less 
generally accepted, but are not all of proven value: 


1. Isolation of cases. Important in hospital and 
home care. 


2. Prevention of upper respiratory infection 
complicating the common cold. 


3. Early and adequate treatment of the common 
upper respiratory infections. 

4. Administration of selected antibiotics to those 
in close contact with patient, especially in commu-- 
nity living such as in institutions, army camps, 
hospitals, and so forth. 

5. Use of vaccine, especially for susceptible in- 
dividuals, and for everyone in the community if an 
epidemic is anticipated. The time element here is 
very important. 


6. Maintenance of good personal hygiene, good 
nutrition, and avoidance of fatigue are important. 


GENERAL CarRE OF THE PATIENT WITH PNEUMONIA 


General and symptomatic treatment and nursing 
care are not dependent on the etiology and should 
be begun at once. 

Isolation. In hospitals this should be routine. If 
the patient is treated at home, specific directions 
should be given to nursing personnel. 


Rest. Complete bed rest from 72 hours to one 
week should be insisted upon. This time must be ex- 
tended if the case is seen late, if complications are 
present, or if the infection is severe. Ten days’ con- 
valescence, after the patient is up and about is rec- 
ommended in the uncomplicated case. 


Room. A temperature of 65 to 70 F. is advisable, 
with fresh air, but no drafts. Bedding should be 
light and comfortably warm. 


Bathing. Daily sponge bath for cleanliness is 
adequate in most cases. 


Mouth Hygiene. This is an important nursing 
procedure, especially during antibiotic therapy. It 
may prevent overgrowth of Monilia present in the 
mouth before antibiotic therapy was instituted. Cor- 
rect technique with avoidance of strong antiseptics, 
used two or three times daily, is more important 
than frequent inadequate measures. 


Elimination. Mild cathartics are usually sufh- 
cient; often none are necessary, when using anti- 
biotic therapy. A daily enema with sodium bicar- 
bonate solution (1 percent) may be used if nec- 
essary. The urinary output in 24 hours should be 
measured, for the first two or three days of illness at 
least. This measurement is an aid in estimating the 
fluid requirements if checked with the 24 hour in- 
take of fluids. 


Nutrition. Fluids, 2,500 cc. to 4,000 cc., should be 
given every 24 hours, unless there are contraindicat- 
ing complications. The fluids may be taken as wa- 
ter and liquid nourishment. 

A satisfactory mixture which will provide ade- 
quate fluids; carbohydrate, sodium chloride, and 
ascorbic acid may be given by mouth instead of wa- 
ter. From 1,000 cc. to 2,000 cc, may be used in 24 
hours. We use the following mixture: 


1 part 
Strained orange juice .......... 2 parts 
Dextrose, 10 percent ........... 3 parts 


This mixture should be tried before parenteral 
fluids are used. Intravenous fluids and feedings are 
not usually necessary; however, physiologic saline, 5 
percent to 10 percent glucose, protein hydrolysates, 
plasma, or blood should be used when indicated in 
patients unable to take sufficient quantities of liquid 
by mouth. 


Some authorities’ feel that little consideration 
need be given to diet in an uncomplicated case of 
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pneumonia, because the course is usually short, and 
has been greatly shortened by the use of antibiotics. 
However, we feel that special attention should be 
given to the nutrition of the patient with pneumonia 
for two reasons. First, the metabolism’ in pneu- 
monia is increased by 20 to 50 percent above normal, 
and may go higher in severe cases. There is disturb- 
ance in nitrogen metabolism, retention of chloride 
in body tissues but at the same time the blood chlo- 
ride falls, and the excretion of chloride is low. 
Second, there occur, more or less frequently, toxic 
or allergic manifestations during antibiotic therapy. 


Some of the gastrointestinal symptoms can be re- 
lieved by the administration of the antibiotic with 
liquid nourishment, and by the use of therapeutic 
doses of vitamin B complex, and ascorbic acid. 

For an uncomplicated, hospitalized patient we 
order a balanced, moderately high caloric, liquid to 
soft diet as indicated for the first 48 to 72 hours. 
The nutritionist should be informed of the diagnosis 
of the case, the sex, age, and weight, with a nota- 
tion of any condition which might complicate the 
feeding problem. 


The amount of protein® should be adequate, ap- 
proximately a gram per kilogram of body weight; 
the fat may be reduced, but the carbohydrate kept 
slightly above normal. Sodium chloride should not 
be withheld during the acute stage of pneumonia. 
If there is hypotension, without edema or complicat- 
ing cardiovascular disease, extra salt may be added. 
If a fluid mixture such as the normal saline, orange 
juice, and glucose previously mentioned is used, it 
should be calculated in the diet. 

We feel that a patient who is accustomed to the 
use of alcohol should have one-half to one ounce 
every four hours or more if necessary. This type of 
patient should also receive large doses of vitamin B 
complex. Thiamine hydrochloride and nicotinic acid 
are probably the most essential. All of these should 
be given parenterally. The carbohydrate intake 
should be higher than in the uncomplicated case. 

All patients should be returned to normal or gen- 
eral diet gradually. Physicians should not fail to 
avail themselves of the valuable assistance of the 
trained nutritionist in the treatment of all acute in- 
fections, as well as pneumonia. 

In a relatively small percentage of cases, distress- 
ing symptoms demand other measures to give the 
patient relief. 

Pain. Chest pain is most often caused by pleural 
t 
involvement and it may be very severe. Heat (light 
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hot water bottle), a scultetus bandage adjusted to 
the patient’s comfort, codeine sulphate % grain 
(15 mg.) to 1 grain (60 mg.), with or without 
Amytal Sodium®, Nembutal® Sodium, or Seconal 
Sodium® 4 grain (15 mg.) to 4 grain (30 mg.) 
may be sufficient to relieve the patient. The small- 
est dose which will give results should be used. 
This is especially true in treating the elderly pa- 
tient. Morphine sulphate’ should be used only if 
there is very severe pain, usually 4% grain (10 
mg.) to % grain (15 mg.) repeated every three to 
six hours for three or four doses is sufficient. 
Pantopon® or Dilaudid® Hydrochloride may be 
used instead of morphine. 

Headache or muscular pain will respond .more 
readily if acetylsalicylic acid is added to the above 
medication, or given alone. 

Cough. Productive cough is a protective mech- 
anism. It should not be completely inhibited. If it 
is too troublesome, especially at night, or if it ag- 
gravates pleuritic pain, it should be controlled. 
Usually the medication mentioned above for re- 
lief of pain will give sufficient control. 

If the sputum is very tenacious as in Fried- 
lander’s pneumonia or pneumococcus type III in- 
fection, a liquefying expectorant such as ammonium 
chloride or potassium citrate may be useful. For 
this purpose coated tablets should not be used. It 
may be given in simple elixir, in 5 grain (0.3 grams) 
to 10 grain (0.6 grams) doses. There is little dan- 
ger of causing either an acidosis or alkalosis with 
these small doses for short periods. Papaverine’ 
relaxes the bronchi and, in moderate repeated doses, 
Y, grain every four hours, may be helpful. 

If allergic manifestations are associated with the 
upper respiratory involvement, small doses of an 
antihistaminic combined with racephedrine may 
be useful. 

Cough may be caused by reflex from an involve-_ 
ment of the sinuses; this involvement may not re- 
spond to antibiotics without the establishment of 
drainage. Fluid exudate in the pleural cavity may 
cause a reflex dry cough. Drainage is indicated if 
the patient does not respond promptly to antibi- 
otic and general therapy. Simple closed drainage 
with the instillation of an antibiotic solution into 
the pleural cavity may suffice. If empyema is pres- 
ent, enzymatic débridement should be used. Strep- 
tokinase-streptodornase has proven most successful 
in the treatment of postpneumonic empyema. Tryp- 
sin (Tryptar) has given excellent results in the 
few cases so far reported. 


— 
| 


If there is an underlying chronic bronchiectasis, 
aerosol penicillin, and/or trypsin (Tryptar) should 
be considered during convalescence from the acute 
infection. It is not within the scope of this sym- 
posium to discuss these procedures in detail. To 
avoid relapse or extension of the infection, all of 
these measures should be undertaken before anti- 
biotic therapy is discontinued. 


Abdominal Distention. Tympanites occurs much 
less frequently since the antibiotics have been used 
in the treatment of pneumonia. When it does occur, 
it may be an exceedingly distressing symptom. If 
the routine measures in the general care just dis- 
cussed are followed, a certain percentage of cases 
may be spared this complication. Turpentine 
stupes and a rectal tube are simple procedures 
which may give some relief. The two most effica- 
cious measures to relieve dilatation of the colon or 
stomach are the use of oxygen” ” and decompres- 
sion with Wangensteen technique. Oxygen 100 per- 
cent may be used for short periods with good re- 
sults. This must be given under careful supervision. 
Occasionally Pituitrin® or Pitressin® 0.5 cc. to 1.0 
ce. every half-hour for two or three doses may give 
relief. If the antibiotic therapy is thought to be a 
factor in causing the symptoms, it should be 
changed or given intramuscularly or intravenously. 
Dilatation of the stomach must be promptly treat- 
ed by Wangensteen suction. 


Anoxia. There may be more or less cyanosis 
with anoxia. If the respirations are rapid, and the 
pulse rate out of proportion to the temperature, it is 
well to use oxygen even though there is little de- 
monstrable cyanosis. A flow of 4 to 8 liters per 
minute or 50 to 60 percent has been found the 
most satisfactory. If the breathing is very shallow, 


carbon dioxide in small amounts, 5 to 10 percent, ~ 


mixed with the oxygen may give good results. This 
procedure should be used for very short periods 
and only in carefully evaluated cases. The tech- 
nique of administration of oxygen will depend on 
the patient and the facilities at hand. Nasal 
catheter, BLB or other mask, oxygen tent, or oxygen 
rooms have all given satisfactory results. The 
proper use of the apparatus is as important as the 
type selected. 

Restlessness and insomnia, especially in the 
elderly patient, should be controlled by the simplest 
measures possible. Small repeated doses of the 
more rapidly acting barbiturates, sodium bromide, 
Demerol® Hydrochloride, or codeine are usually 
satisfactory, if the previously described general 
measures have been carried out. Occasionally opiates 
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are necessary, but these should not be given in 
large doses. 


Ordinarily, cardiac failure is not a part of the pic- 
ture of pneumonia, unless the patient has cardiovas- 
cular complications. 


Peripheral circulatory failure is most frequently 
a terminal state; the cause is yet undetermined. As 
antibiotic therapy lowers the mortality rate, we 
shall have less and less opportunity to study the 
mechanism of this picture. The metabolic changes 
in both electrolyte and protein disturbances have 
been thought by some authorities to be a factor in 
peripheral circulatory failure. For this reason as 
before mentioned, fluids, chloride, and vitamin B 
complex with ascorbic acid, are important measures 
in general therapy. 


The more soluble sulfonamides may be used in 
the treatment of cases with infections caused by or- 
ganisms resistant to the available antibiotics, or in 
cases with severe allergic reactions to the one 
indicated. 

Specific immune serum therapy in lobar pneu- 
monia is now rarely indicated. In severe or resistant 
cases it may be used in conjunction with antibiotic 
therapy. Rabbit serum is preferable. The total dose 
is usually from 100,000 to 250,000 units. The 
single dose is 20,000 to 40,000 units intravenously 
every four to six hours. The specific etiologic 
organism must be identified if the serum is to be 
used. The technique described in the individual 
package of the preparation selected should be care- 
fully carried out. 


Until further investigation has been carried out, 
adrenocorticotrophic hormone” (AcTH) and 
cortisone should not be administered to patients 
with pneumonia, except possibly to patients with 
complications indicating this specific hormone 
therapy. In one series of a few cases of pneumo- 
coccic pneumonia given ACTH, defervescence and 
prompt relief of symptoms and signs of toxemia 
were noted. The authors felt that actH induced 
profound changes in clinical symptoms without 
demonstrably affecting the etiologic agent. 


All the complications of pneumonia cannot be 
discussed at this time. Pericarditis, meningitis, and 
infectious arthritis are not as frequent complica- 
tions now that the antibiotics are used. If any of 
these complications do occur, each should be 
treated as a definite entity. The important princi- 
pals of therapy are again the continuance of gen- 
eral care, selection of the indicated antibiotics 
and/or chemotherapeutic agent, and drainage of 
closed cavities. 
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ANTIBIOTIC THERAPY 


Although neglect of the older methods of treat- 
ment of a patient with lobar pneumonia would 
be considered negligent, it would be equally so if 
we did not employ the almost specific drugs now 
available. The antibiotics have decreased the motr- 
tality and morbidity of this disease, but they have 
also raised new problems inherent in their use. 


It is worthy of note that, as stated by Israel and 
others, classic pneumococcal pneumonia seems to 
be diminishing in frequency, while pneumonias 
caused by gram-negative bacteria, viruses, or Rick- 
ettsiae are increasing in proportion. However, pneu- 
mococcal pneumonia still heads the list. Another 
important factor to consider is the frequent asso- 
ciation of the viruses with bacterial pneumonias.’ 
Such mixed infections require the use of broad 
spectrum antibiotic therapy in any consideration 
of treatment. 


Most of the recent reports, in which compara- 
tive studies have been made, agree generally that 
penicillin is the drug of choice in the coccal pneu- 
monias. For those bacterial pneumonias resistant to 
penicillin, the newer’ antibiotics, streptomycin, 
aureomycin, terramycin, and chloramphenicol 
(Chloromycetin®) have been used with success. The 
latter three drugs are said also to be useful in the 
Viral pneumonias. 
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In this presentation we shall consider primarily 
the antibiotic therapy of pneumococcal pneumonia. 
The treatment of viral and Friedlander’s pneumonia 
will be discussed briefly. 


PNEUMOCOCCAL PNEUMONIA 


It is now possible to examine the first published 
reports regarding the comparative values of the 
various antibiotics in pneumococcal pneumonia. A 
report by a subcommittee of the Antibiotics Clini- 
cal Trials (nontuberculous) Committee of the 
Medical Research Council of Great Britain was 
published recently.’ The object of this investiga- 
tion was to determine what advantage there might 
be, if any, to using the relatively more expensive- 
antibiotics (aureomycin, chloramphenicol) pro- 
duced recently in the United States, than the far 
cheaper penicillin and sulfonamides which can be 
produced in Great Britain without restrictions. 

The study was carried out at four hospital cen- 
ters. Patients with a diagnosis of pneumonia on 
admission (February 1950 to April 1951) were 
separated at random into three treatment groups: 
(1) aureomycin; (2) chloramphenicol; and (3) 
“standard treatment.” Most of those in the latter 
group were treated with penicillin, a few with sul- 
fonamides. In 73 percent of the patients, pneu- 
monia was caused by the pneumococcus. Of these 
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19 percent had positive blood cultures. The dosage 
schedules for aureomycin and chloramphenicol 
were as follows: initial dose, 2.0 Gm., followed by 
1.0 Gm. every six hours until the temperature had 
been normal for 24 hours. The dose was then low- 
ered to 0.5 Gm. every six hours. This schedule was 
maintained until the physician deemed it safe to 
discontinue the drug. For older children admitted 
to adult wards, a dose of 100 mg. per kilogram per 
day was given to those under 40 Kg. in weight. 
“Standard treatment” consisted of penicillin or 
sulfonamides alone or in combination, with the dos- 
age and the route determined by the physician. 
Only 8 cases were treated with sulfonamides alone. 
The average total dosages were 26 Gm. of aureo- 
mycin, 23 Gm. of chloramphenicol, and 7 million 
units of penicillin. There were 267 patients in the 
series. The three treatment groups were found to 
be comparable, and the results of treatment were 
very similar in each group. Analysis of the deaths, 
and of the patients who were desperately ill, sug- 
gested that penicillin was at least as valuable as 
the other two antibiotics. The dosages of aureomy- 
cin and chloramphenicol used in this study appear 
excessive. One might expect good results with one- 
half the total doses reported. 


Toxic effects occurred in 32 percent of the 
patients treated with aureomycin, in 22 percent of 
those treated with chloramphenicol, and in 6 per- 
cent of those treated with penicillin or sulfonam- 
ides. These effects consisted chiefly of nausea, 
vomiting, and diarrhea. They were not severe 
enough in the majority of patients to necessitate 
discontinuing the drug. When expense of treatment 
was compared, aureomycin was ten times more 
costly and chloramphenicol nine times more costly 
than penicillin. It was concluded that in a choice 
between aureomycin, chloramphenicol, and penicil- 
lin, penicillin by injection is the best treatment 
for clinical pneumonia. 

Eadie and her colleagues’ compared the use of 
oral preparations of aureomycin and penicillin in 
79 patients with a diagnosis of pneumonia. Fifty- 
three of the patients (68 percent) had the pneu- 


mococcal variety (types I, II, III, group 4). Forty 
patients were given aureomycin; an initial dose of 
1.0 Gm. was followed by 0.5 Gm. every six hours 
for three to five days (total dose range, 7.0 Gm. 
to 10 Gm.) . Thirty-nine patients received penicillin 
orally; after an initial dose of 80,000 to 100,000 
units, treatment was continued with a dose of 20,- 
000 to 60,000 units every three hours (total dose 
range, 1,500,000 to 3,000,000 units) . Results in the 
two groups suggested that aureomycin is no more 
effective than penicillin for the average patient. 
Of the 5 deaths which occurred, 4 of the patients 
had cardiovascular complications. It was pointed 
out that in patients over 50 years of age, in order 
to lessen the toxemia and mechanical stress for an 
already inefficient cardiovascular system by early 
control of the pulmonary infection, initial oral 
therapy with penicillin would not be desirable. 
Treatment should be started parenterally and a 
change to oral treatment made only when the infec- 
tion is under control. 

Flippin and his associates’ treated 93 patients 
with aureomycin and chloramphenicol, and penicil- 
lin by mouth and by injection as shown in Table. 

All drugs proved effective as used. The fever 
abated within 12 to 24 hours with penicillin (oral 
or parenteral) and within 24 to 36 hours with 
aureomycin and chloramphenicol. The patients 
given oral penicillin responded well despite failure 
to demonstrate plasma levels at all times in all 
patients. This was attributed to the probable pres- 
ence of penicillin in the tissues since the drug con- 
tinued to be excreted in the urine. 

Kirby and his co-workers’ compared the use of 
aureomycin and chloramphenicol in the treatment 
of bacteria pneumonia. In 76 percent of their 
patients, the pneumococcus was the causative organ- 
ism. Positive blood cultures were found in 20 per- 
cent of this group. Two groups of 50 patients were 
treated with each drug and given the same doses, 
1.0 Gm. initially and 1.0 Gm. daily thereafter. Two 
patients developed pneumococcal meningitis. Pneu- 
mococci could be cultured after intensive aureomy- 
cin therapy in one, and after chloramphenicol 
therapy in the other. Both patients recovered after 


TABLE 
No. of Patients _ Drugs Initial dose Continuing dose Total dose 
29 Aureomycin 0.5 Gm. 0.25 Gm. q. 6 h. 8.0 Gm. 
22 Chloramphenicol 1.0 Gm. 0.5 Gm. q. 6 h. 14.2 Gm. 
17 Oral Penicillin 500,000 units 250,000 units q. 12 h. 3.0 M. units 
25 Intramuscular 100,000 units crystalline 300,000 units q. 24 h. 3.8 M. units 
Penicillin 300,000 units aqueous 


procaine 
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further treatment with penicillin. It was concluded 
that both drugs were equally effective in the treat- 
ment of bacterial pneumonia. The average dose of 
each drug was 5.0 Gm. 


One hundred and two cases’ of pneumococcal 
lobar pneumonia were studied for the comparative 
effectiveness of treatment with chloramphenicol and 
penicillin. Chloramphenicol was given in doses of 
1.0 Gm. orally initially and 1.0 Gm. every six hours 
thereafter (43 patients). Sodium penicillin G was 
given in doses of 300,000 units in aqueous solution 
intramuscularly on admission and every twelve 
hours thereafter (59 patients). Of the total group 
9.8 percent had a bacteremia. Both drugs were 
found effective. No serious toxic manifestations 
were reported from the use of either drug. Of the 
deaths in this series, three in the chloramphenicol 
treated cases and one in the penicillin treated cases, 
all four of the patients had had severe cardiovas- 
cular complications. 


Finland and his group’ treated 25 patients with 
pneumonia with terramycin. In nineteen of the 
cases, the pneumonias were caused by the pneumo- 
coccus; seven of these were bacteremic. The dose 
prescribed was 0.5 Gm. every 4 hours, and 15 of the 
patients received an initial dose of 1.0 Gm. The 
average total dose was 20 Gm. The clinical results, 
subsidence of fever and symptoms, and rapid clear- 
ing of organisms, were listed as good in only one of 
the 7 bacteremic cases; indifferent in the other 6. 
Results in the remaining 12 nonbacteremic cases 
were classified as good, 5 as indifferent. Results in all 
6 of the patients with nonpneumococcal pneumonia 
were classified as good. 


Hubbard and Tillett’ treated 26 cases of uncom- 
plicated pneumococcal pneumonia with terramycin. 
Dosage initially was 1.0 Gm., followed by 0.5 Gm. 
every 12 hours. Results were considered excellent. 
Dowling and his associates” compared the results 
of using terramycin in 48 patients with those in 
which aureomycin was used in 398 patients, all 
with clinical pneumococcal pneumonia. Results in- 
dicated that both antibiotics were equally effective. 


From an analysis of the various reports on the 
comparative effectiveness of the antibiotics avail- 
able in the treatment of pneumococcal pneumonia, 
penicillin appears to be quite adequate. The pre- 
ferred method of administration is the parenteral 
route (intramuscular). Dosage schedules have 
varied greatly; an adequate regimen might be an 
initial dose of 100,000 units of crystalline and 300,- 
000 units of aqueous procaine penicillin followed 
by 300,000 units of aqueous procaine penicillin 
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every 12 or 24 hours. Considering the comfort of 
the patient, this would minimize the number of in- 
jections. Toxic reactions to penicillin are minimal 
when compared with the other agents enumerated. 
The gastrointestinal upsets (nausea, vomiting, and 
diarrhea) experienced with aureomycin and terra- 
mycin occur often enough to become quite trouble- 
some. The emergence of fungal infections following 
the administration of penicillin, aureomycin, and 
chloramphenicol has been reported.” One death 
reported recently” following the use of chloram- 
phenicol was caused by the depressant action on the 
bone marrow with fatal thrombocytopenia and 
aplastic anemia. The use of chloramphenicol is not 
suggested if other equally efficacious and less toxic 
drugs are available. 


In cases of hypersensitivity to penicillin and in 
pneumococcic infections caused by bacteria which 
are resistant or respond poorly to penicillin, these 
other drugs should certainly be used. Since aureo- 
mycin has been shown to be effective in most types 
of pneumonias (coccal, other bacterial, and viral) , 
and if laboratory facilities are unavailable, it might 
be useful to administer this drug in the treatment 
of pneumonia in the home. A recent study” reports 
70 patients treated in the home with 1.0 Gm. of 
aureomycin daily in divided doses with an average 
total dose of 5.0 Gm. There were no deaths in this 
series and results generally were considered good. 
The recommended dosage schedule for aureomycin, 
terramycin, or chloramphenicol in the average case 
of pneumococcal pneumonia is as follows: 1.0 Gm. 
initially, followed by 0.5 Gm. every six hours. The 
drug should be continued for three to five days 
after the temperature has reached normal limits. 


VirAL PNEUMONIA 


Primary atypical pneumonia is caused by an un- 
identified virus and is usually characterized by 
symptoms suggestive of a mild grippe or influenza. 
Often the involvement in the lungs may be far out 
of proportion to the symptoms, and sometimes the 
reverse is true. The disease frequently occurs in 
small epidemics, particularly where there are con- 
centrations of young people, as in army camps or 
schools. In 1943-1944, in an Army hospital where 
the writer was stationed, over 400 patients were ad- 
mitted with the diagnosis of primary atypical pneu- 
monia. The mortality of this disease is low, various- 
ly reported between 0.5 percent and 2.0 percent. 
Complications are few. Helpful in the diagnosis is 
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a rising titer of cold agglutinins and Streptococcus 
MG agglutinins in the patient’s serum. Penicillin and 
the sulfonamides have proven ineffective. Recently, 
the newer antibiotics have been used with success. 

Kneeland and Melcher” treated 10 patients with 
primary atypical pneumonia with terramycin, using 
initially a daily dose of 4.0 Gm. which was later 
reduced to 2.0 Gm. Within 48 hours, there was 
lessening in the intensity of the symptoms followed 
by a lowering of fever. Radiographic clearing of 
the pneumonitis occurred during convalescence. 

Schoenbach and his associates” compared one 
group of 22 patients with primary atypical pneu- 
monia treated with penicillin and the sulfonam- 
ides, to another group of 33 patients treated with 
aureomycin. Both groups were comparable as to 
sex, age, duration of disease before hospitalization, 
temperature on admission, degree of pulmonary 
involvement, and proportion developing cold ag- 
glutinins. The results in this study showed that the 
duration of fever during hospitalization was about 
six days for the penicillin-sulfonamide group and 
three days for the aureomycin group. The total 
number of days comprising the febrile period was 
also halved for the aureomycin group. 


In a recent study,” conducted at an Air Force 
Base Hospital, a comparison was made of the vari- 
ous antibiotics in the treatment of 141 patients 
with “virus pneumonia.” Aureomycin, chloram- 
phenicol, streptomycin, and penicillin exerted no 
significant influence on the duration of illness when 
compared with standard symptomatic therapy. 
However, the majority of the patients had mild 
forms of atypical pneumonia. It was agreed that 
in the more severe forms of the disease, as indicated 
in other studies, aureomycin and chloramphenicol 
do exert a beneficial effect. 


The tendency at present is to use smaller doses 
of aureomycin, terramycin, and chloramphenicol. 
For the average case, an initial dose of 1.0 Gm. fol- 
lowed by 0.5 Gm. every six hours is suggested when 
any one of these three drugs is used. Attention is 
again directed to the possible bone marrow depres- 
sant action of chloramphenicol, and caution is 
urged in the use of this drug. 


FrieDLANDER’s PNEUMONIA 


This disease, caused by the Klebsiella pneumo- 
niae, until recently has had a poor prognosis. Many 
of the patients who develop Friedlander’s pneu- 
monia are chronic alcoholics; this factor probably 


has contributed to the gloomy outlook. Cavity 
formation and suppuration are usually associated 
with this infection. On roentgen ray examination, 
sagging of the interlobar septum, when present, is 
a diagnostic sign.” Penicillin and the sulfonamides 
have proven ineffective. Streptomycin offered the 
first hope in combatting this serious disease, and 
recently aureomycin and chloramphenicol have been 


used with benefit. 


Kirby and Coleman” reported on the treatment 
of 11 patients with Friedlander’s pneumonia. Six 
of the 11 patients died, 4 within 16 hours, despite 
intensive chemotherapy. Of the 5 who responded 
to treatment, 2 received chloramphenicol. The dos- 
age in one was 6.0 Gm. daily for seven days fol- 
lowed by 1.0 Gm. daily for four days; the second 
patient received 1.0 Gm. daily for seven days. In 
each of these patients, penicillin alone and com- 
bined with the sulfonamides had been ineffective 
prior to the start of chloramphenicol therapy. The 
3 other cases responded to various combinations of 
streptomycin, sulfadiazine, aureomycin, penicillin, 
and chloramphenicol. It was concluded that on the 
basis of in vitro sensitivity tests*and the clinical 
response observed, aureomycin and chlorampheni- 
col are probably as effective as streptomycin in the 
therapy of Friedlander’s pneumonia. 


Barber and Grant” reported recently on 6 patients 
with Friedlander’s pneumonia, most of whom were 
unresponsive to penicillin. One patient died within 
one hour of admission to the hospital. Another died 
within four days despite treatment with penicillin, 
chloramphenicol, and streptomycin. Four patients 
treated with streptomycin, 1.0 Gm. every eight 
hours, recovered. The investigators stated that at 
the time their report was written, records were found 
of 38 cases treated with streptomycin, chloram- 
phenicol, aureomycin, or combinations of these, 
with a mortality rate of 37 percent, as compared 
to an estimated 80 percent mortality rate prior to 
antibiotic therapy. 

On the basis of these reports, it is recommended 
that chloramphenicol, aureomycin, and streptomy- 
cin, in the order named, be used in a case of Fried- 
lander’s pneumonia. One should not hesitate to use 
any combination of these agents, in fact all three, 
if indicated, in a seriously ill patient. The dosage 
advised for chloramphenicol and aureomycin is 4.0 
to 6.0 Gm. daily, decreasing to as little as 1.0 Gm. 
daily as response to treatment occurs. Streptomy- 
cin may be given in a dose of 3.0 Gm. daily initially 
followed by 1.0 Gm. daily as improvement occurs. 
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TUBERCULOUS PNEUMONIA 


Streptomycin’ ushered in a new era in tubercu- 
losis therapy. Nowhere was its effect more dra- 
matic than in the management of tuberculous 
pneumonia, the entity so well delineated by the 
laity as “galloping consumption.” Prior to the ad- 
vent of antibiotic therapy, the course of tuberculous 
pneumonia was relentlessly downhill, character- 
ized by relatively high fever, night sweats, marked 
prostration, and wasting away of the patient. 
Death usually occurred in three to six months. 

In the early days of streptomycin therapy when 
dosage and bacterial resistance were even less well 
understood than they are now, 2.0 Gm. of strepto- 
mycin a day for 30 to 42 days was the regimen 
used. Signs of toxicity from tuberculosis were re- 
duced but eighth nerve involvement was frequent. 
Life was prolonged and, in some instances, appar- 
ent arrest occurred. Certainly some individuals 
were tided over the acute stage and enabled to 
withstand pneumotherapy or surgery. Many varying 
dosages, intervals, and durations of streptomycin 
treatment were tried without reaching an agree- 
ment on one best regimen. 
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Then, Lehmann’ and other investigators reported 
the value of para-aminosalicylic acid. The combi- 
nation of streptomycin and pas delayed the devel- 
opment of resistant organisms, making the chemo- 
therapy of tuberculosis much more effective. This 
was especially notable in tuberculous pneumonia. 
Various regimens were tried. Streptomycin dosages 
were varied from 1.0 Gm. a day to 1.0 Gm. three 
times a week, 1.0 Gm. twice a week, and 0.5 Gm. 
on similar schedules, and were accompanied by 12 
Gm. of pas orally in four divided doses. The length 
of treatment was varied from 42 days, 90 days, 
or 120 days to the long term therapies advocated 
by D’Esopo and his group at the Veterans’ Hos- 
pital at Sunmount, New York. From the early 
days of pas therapy, the dosage most commonly 
used in the United States has remained 12 Gm. a 
day. Patients have not tolerated well the 15 Gm. 
doses suggested by the Swedish group. It is our 
practice to begin patients, especially ones as toxic 
as are those with tuberculous pneumonia, on 8 Gm. 
of pas daily, divided into four doses given after 
meals and after milk at bedtime. This is accom- 
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panied by 1.0 Gm. of streptomycin given once a 
day intramuscularly. If this schedule is well tol- 
erated for one week, PAs is increased to 10 Gm. 
daily, divided similarly. After an additional week, 
the pas dosage is increased to 12 Gm. and held. 

Even with 12 Gm. a day, gastrointestinal dis- 
turbances and allergic reactions’ to pas have been 
noted. It is occasionally difficult to distinguish be- 
tween reactions to PAS and those caused by strepto- 
mycin. When toxicity or allergy to either drug is 
suspected, we usually discontinue both pas and 
streptomycin. It seems unjustifiable to continue 
streptomycin alone because of the possibility of al- 
lowing resistant organisms to emerge. When the 
symptoms have subsided, dihydrostreptomycin and 
very small doses of pas may be inaugurated cau- 
tiously. If this combination can be successfully con- 
tinued with increasing dosage of Pas, it is likely 
that streptomycin was at fault. It is important to 
reserve the use of dihydrostreptomycin for cases 
unable to tolerate streptomycin, since permanent 
deafness is occasionally reported in individuals 
treated with dihydrostreptomycin. 


When pas is found at fault, we may turn to the 
new therapy which has been developed in the form 
of isonicotinic acid hydrazide and related com- 
pounds. The early work of Robitzek, Selikoff, and 
Ornstein’ at Sea View Hospital in New York City 
and Elmendorf and others’ at New York Hospital, 
first yielded information on these new tuberculo- 
static drugs. At this writing, the role of InH® seems 
to be that of synergistic agent when combined with 
streptomycin therapy, or, where streptomycin and 
PAs are not tolerated, as the sole drug for therapy. 
The streptomycin-pas combination still seems pref- 
erable but, when the development of allergy or 
gastrointestinal disturbances makes it inadvisable 
to continue PAS, we now have INH as an effective 
substitute. From the clinical viewpoint, INH pro- 
duces a more prompt defervescence, increase in 
appetite, and sense of well-being. It is too soon to 
judge its long term effects. We have not been im- 
pressed with its superiority over streptomycin so far 
as roentgenographic clearing of lesions is concerned. 


Before we can sum up the current therapy of 
tuberculous pneumonia, we must stress the need for 
alertness in diagnosis. The potential effectiveness 
of any therapy bears a direct relationship to the 
promptness of diagnosis. Once excavation or con- 
tralateral spread has occurred, the problems of 
treatment are tremendously increased. No medical 
therapy can be expected to restore lung tissue mi- 
raculously once it has been destroyed, though long 


term combined therapy has effected apparent cavity 
closure in a number of instances. 


The tuberculin test should be done and tubercu- 
lous pneumonia should be considered in every 
patient with lobar pneumonia who fails to respond 
promptly to antibiotic therapy aimed at the pneu- 
mococcus. A history of tuberculous contact is of 
importance. 

Once the definitive diagnosis has been made, 
combined intermittent therapy should be inaugu- 
rated even if a hospital bed is not available at once. 
Such a compromise regimen may stay the rapid 
progression of this malignant type of tuberculosis. 
Hospitalization should be effected at the earliest 
possible moment. If response to antimicrobial drugs 
is slow, pneumoperitoneum may be considered. 
Schwartz and Moyer’ believe that pneumoperi- 
toneum greatly improved the results in the 56 cases 
they reported from the Veterans’ Hospital at 
Oteen, North Carolina. It is difficult to isolate the 
effects of pneumoperitoneum from those of con- 
comitant drug therapy. We reserve pneumoperi- 
toneum for those patients not responding well to 
drug therapy. We supplement a high protein diet 
with 300 mg. of ascorbic acid and 25,000 units of 
vitamin A daily, believing in the soundness of the 
work of Getz and others.” 


When favorable response is obtained from strep- 
tomycin-PAs therapy, it seems wise to continue the 
regimen for six to eight months, at which time a 
decision should be reached as to whether or not 
surgical intervention is indicated. Thoracoplasty, 
either alone or in combination with resection, seems 
most successful following such long term combined 
intermittent therapy. Drug treatment and bed rest 
should be continued postoperatively for three to six 
or nine months depending on the original extent of 
involvement, presence or absence of bronchogenic 
dissemination, cavitation, or other complications. 
No reliance can be placed on a negative sputum 
report until two or three months have elapsed after 
the cessation of antimicrobial therapy. 


Patients fortunate enough to recover from tu- 
berculous pneumonia are worthy of the greatest 
skill and patience in rehabilitation. Teamwork is 
needed to insure stability and to prevent the indi- 
vidual from returning to the same environment © 
which allowed him to break down in the first place. 
It goes without saying that, during hospitalization, 
every effort will have been made to trace and elimi- 
nate the source of infection and to check the con- 
tacts periodically. 
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In summary, early diagnosis is the keynote of 
success in the treatment of tuberculous pneumonia. 
The whole field of tuberculostatic agents is ex- 
panding so rapidly that no categorical statements 
are in order. However, at this time, a dosage sched- 
ule of 1.0 Gm. of streptomycin daily combined with 
12 Gm. of pas in four divided doses seems to be 
the regimen of choice. If progress is slow, the addi- 
tion of pneumoperitoneum may be considered. 


There is evidence to indicate that long periods of 
time, up to one year or longer, on combined inter- 
mittent therapy are advisable. If surgery is re- 
quired, the optimal time is about six to eight months 
after antimicrobial therapy has been inaugurated. 
Sputum conversion should not be considered as 
firmly established until negative cultures are report- 
ed on specimens obtained two to three months after 
cessation of antibiotic therapy. 
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Hypnosis and Hypnoanalysis 


ONE OF THE OLDEST AND NEWEST FIELDS FOR WOMEN 


Edith Klemperer, M.D. 


ECHNIQUES EMPLOYING hypnosis and hyp- 
noanalysis are as old as mankind, though 
hypnoanalysis was previously unknown by 

that name. Still, we have ancient reports of people 
whe, while under the influence of hypnosis, were 
able to speak in a language with which they were 
formerly unfamiliar, or suddenly to exhibit a skill 
not consciously owned. For obvious reasons these 
reports have been regarded with suspicion by 
scientists. There is no foundation for the belief that 
a person can gain new abilities by being hypnotized, 
but an aspect to consider is that a person may have 
had these abilities at one time, forgotten them, and 
then regained them under the influence of hypnosis. 


Modern, dynamic psychotherapy has taught us 
that a good part of one’s childhood is forgotten, 
particularly if it was relatively charged with con-~ 
flicts. In the same manner that facts and emotions 
are forgotten, or technically speaking, repressed, 
languages and skills can be repressed. They exist in 
the unconscious; the person is entirely unaware of 
their presence. For instance, we had a patient born 
of American parents who stated several times that 
his deceased paternal grandparents were Polish 
Catholics. In a hypnoanalysis, he was asked why 
his paternal grandmother had called his father by 
a certain nickname. Suddenly, he stated that this 
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grandmother had been German, and had spoken 
German to him. Asked if he could remember Ger- 
man words and understand them, he replied that 
he did not think so, but that his grandmother had 
sung German songs to him. During this hypno- 
analysis, he remembered at first two, then three 
German words. In subsequent hypnoanalyses he re- 
called about twenty German words, two of which 
he pronounced without an English accent. 


The same patient while in the conscious state 
remarked that he was unable to sing in public. In 
another hypnoanalysis, he was told to listen men- 
tally to his grandmother sing and to repeat what 
he heard. At first he spoke the words, then grad- 
ually the melodies returned. After he awakened, he 
was able to sing “Holy Night.” Since that time 
his ability to sing has given him great pleasure. The 
reason he had forgotten the German language, as 
well as his faculty to sing, was because his parents 
had objected to his singing in German. At first, they 
made fun of him. Later they beat him severely and 
tried to punish him in other ways. In addition, they 
made him feel guilty about the death of this grand- 
mother which had occurred around his fourth year. 
Consequently, he had repressed his ability to sing 
and to speak German, and it was only with the help 
of hypnoanalysis that both abilities were detected. 


Children occasionally learn the words of a foreign 
language or acquire some skill unbeknown to their 
parents, and forget it later. If, for some reason, 
a hypnosis is performed, repressed memories return, 
bringing with them realizations of the forgotten 
skills. We see, therefore, that these ancient reports 
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were factually correct. Interpretation of these facts, 
however, conformed to the primitive beliefs of that 
time—they were regarded as wonders. 


With the aforementioned example of hypnosis 


and hypnoanalysis, we can ask the question: “What . 


can we accomplish therapeutically with the aid of 
hypnosis and hypnoanalysis?” This query can be 
answered rather simply. By means of hypnosis and 
hypnoanalysis we can implant or we can extract. We 
can inculcate a feeling of well-being, relaxation, and 
self-confidence, or we can extract from the patient 
different kinds of memories—events, emotions, or 
sensations. Under the heading of “implantation” 
belong all suggestive techniques. Under the head- 
ing of “extraction” belong all techniques in which 
the patient actively participates, whether it be talk- 
ing, drawing, or other forms of expressive behavior. 

Hypnotherapy is usually started with suggestions. 
After that, it is best to proceed as far as possible 
with the expressive techniques because modern, dy- 
namic psychotherapy demands that the patient work 
his problems through as thoroughly as he is able 
in order to obtain a complete insight into their 
origin. However, both methods must always be 
used together and complement one another. It 
makes little sense, for instance, to allow a patient 
to leave the treatment room crying and upset about 
what he has just revealed. At the end of every hyp- 
noanalytic session, it is better to rice relaxing sug- 
gestions, so the patient will be ehle to adjust to 
everyday life. 


Before we progress with a description and ex- 
planation of the techniques, a few words may be 
said about hypnosis and hypnoanalysis being both 
one of the oldest, yet one of the more recent fields 
for women. In ancient times, many of the cures 
brought about by priestesses, witches, and the holy 
women of various religions were in reality hypnotic- 
suggestive healings; the different drugs used by 
them were probably of little value. The influence of 
“the word of the other” as Fréschels’ calls it, is of 
far reaching significance. The first words almost ev- 
eryone hears come from his parents. Ferenczi” dis- 
tinguishes a so-called “mother” hypnosis from a 
so-called “father” hypnosis. The former is based 
on love, the latter on fear. We do not want to go 
farther into the theoretical aspects of that concept, 
but we believe what is called “mother” hypnosis to 
be the right form of interpersonal relationship be- 
tween the hypnotizing physician and the patient. 
The name itself implies that this climate can be 
more easily created by women than by men, although 
any male psychiatrist who is aware of that problem 

*may be successful. But a woman generally provides 
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the necessary amount of protection and considera- 
tion without much self-coercion. 


Most of the condemning statements made about 
hypnosis have come from men, although in recent 
years quite a number of male psychiatrists, psycho- 
analysts, and psychologists (Schneck,’ who sum- 
marizes the literature briefly, Rosen’, Kubie’, Bei- 
gel’) have accepted hypnosis and hypnoanalysis and 
have written valuable papers and books on these 
subjects. The first modern survey of the literature 
written about hypnotherapy came from Margaret 
Brenman in collaboration with Merton M. Gill’. Of 
the four case studies that accompany this book, 
three were made by Margaret Brenman, jointly with 
male psychotherapists, and the last article in the 
book “The Use of Hypnotic Techniques in a Study 
of Tension Systems,” is signed by her alone. 


We mention this point especially, because in a 
paper, “Hypnotherapy II,”* we recommended the 
“mother”approach. Every neurotic and psychotic 
patient is naturally tense. It is senseless to try to 
overcome this tension by creating an even greater 
tension through coercion, although we must admit 
that it is possible to achieve temporary goals by using 
this technique, as we have seen it dernonstrated by 
others. We have used coercion in emergency cases 
without finding it particularly helpful. Attempts to 
initiate fear in another, a sick or healthy person, 
must create feelings of resentment and resistance. A 
suggestion should be in the form of a simple state: 
ment, “You forget about anxiety and fear,” or 
“You yourself want to reduce . . .” In that manner, 
the help of the conscious, reasonable part of the 
ego in accepting these suggestions, which should 
never be given as commands, is much easier to gain. 
The inflection of the voice must be appropriate. We 
know of the possibility of the patient becoming 
passive-receptive dependent on the doctor, as some 
psychotherapeutic schools claim, as well as the 
charge that improvements made by using this sug- 
gestive method are of no duration. The answer 
is that a dependency exists in every psychotherapy. 
When it lessens as the patient progresses, the de- 
pendency can be analyzed. Our practical experience 
proves this theoretical assumption to be utterly 
overrated, We have seen patients who responded to 
no other method of psychotherapy, relax for the 
first time under simple suggestions. For instance, 
one patient, who every afternoon had “butterflies” 
in his stomach, was afforded relief only through 
the suggestion method. He improved greatly and has 
remained so for five years, despite the fact that he 
had been told a complete recovery was improbable. 

When a patient is sufficiently relaxed, hypno- 
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analysis can be started. This may occur in the third. 
in the thirtieth, or even in a later hypnosis. There is 
no psychotherapeutic approach in which so much 
must be individualized as in hypnosis and hypno- 
analysis. Textbooks are of little help except that 
they provide important and extensive theoretical 
knowledge. But the practical application is as dif- 
ferent for each patient as each human being is from 
another. 


A patient may start to dream without suggestion 
by the doctor, and afterward report his images. 
Others may make expressive movements which sig- 
nify that they are dreaming. Every patient in hypno- 
sis must be closely watched. One must ask him 
afterward about the meaning of these movements. 
Other patients are told before hypnosis that they 
are far enough advanced so that hypnoanalysis can 
begin. The depth of hypnosis has little to do with 
the results, since patients who are seldom in a deep 
hypnotic state may be good subjects for hypno- 
analysis. When they are relaxed enough, they are 
told to dream and to remember when they were 
small. The visualization remembered is left entirely 
to the patient. The first few times after the hypnosis 
they are asked to report the content of their 
visualizations. 


After these reports, or if each report has been 
appropriate, patients are instructed that they will 
now be able to talk during hypnosis. Though pre- 
viously informed, each patient is astonished at his 
ability to talk. In fact, he may be unaware that he 
had spoken and may repeat the same report after 
hypnosis. From then on, when the patient realizes 
his ability to speak, no further instruction is neces- 
sary. When the visualizations are short, and it is 
possible to describe them in a few sentences, the pa- 
tient and the physician can easily keep them in 
mind. However, these descriptions should be re- 
corded on paper immediately afterward by the doc- 
tor, and discussed with the patient, either following 
the hypnoanalysis, or during the next session. 

For longer hypnoanalyses, especially with rapidly 
changing images, a recording device is useful, since 
it is impossible for the physician or the patient to 
remember visualizations which may extend for over 
an hour. We have been using a microdisc recorder 
for some time. As soon as possible, the record is 
played back to the patient. However, there are pa- 
tients who request hypnoanalysis at each appoint- 
ment, forcing the play-back to wait until the mo- 
mentary material is exhausted, when the patient 
is willing to listen to the records. The patients feel 
this need themselves, and it is best to comply with 
their wishes. 

We transcribe the patient’s statements from the 
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records carefully. When the microdisc is played 
back to the patient, the transcription is compared 
with the content on the disc, and the patient is 
asked about slurred or incoherent words. We had 
long relied on the assumption that the patient best 
understood his own record, although later we found 
that emotionally charged words may also be mis- 
understood by the patient. Even clearly pronounced 
words, if there are deep reaching complexes ex- 
pressed by them, can be incorrectly perceived by 
the patient. One of our patients mistook twice in 
the same record the completely clear word “nor- 
mal” for “moral,” and later remarked that he 
understood this confusion. It is important for pa- 
tients to hear the material they have produced, and 
to understand how and why they produced it. It 
may lead to explanations, additions, associations, 
or reminiscences of former hypnoanalyses, which 
otherwise may be lost. 


The use of a recorder has no relationship to 
amnesia for the content of the hypnoanalysis. Al- 
though advocated in some papers, we never found 
it necessary to produce an artificial amnesia and 
the incidence of spontaneous amnesia is considerably 
overrated. Before we used a recorder during ther- 
apy, we usually put the contents of a hypnoanalytic 
session on paper immediately afterward with the 
help of the patient. In some cases, this had to wait 
until the next session. At times, we remembered 
the same content as the patient, while at other 
times the patient supplemented our own recollec- 
tions. In a long hypnoanalysis, the beginning and 
the end are generally easier to recall than the mid- 
dle. However, for particularly frightening or 
shameful events, there may exist more or less am- 
nesia. Even then the patient may state that he 
knows this hypnoanalysis contains certain facts he 
would rather not recall. By playing back the re- 
cordings and by their integration and assimilation 
into the patient’s personality, much is facilitated, 
and gaps are filled in by his comments. 


Recently, we asked a few of our patients what 
they experienced while being hypnoanalyzed. We 
can only make preliminary reports about four such 
instances, but they may be quite interesting in that 
they may demonstrate how deeply involved the pa- 
tient is in his visualizations, and also prove that each 
patient has his individual pattern of reacting to 
hypnoanalysis. At the same time, we shall give a 
brief summary of each patient. 

The first patient had gotten a diagnosis of mild 
schizophrenia while in a reputable hospital. He had 
received eight electroshock treatments, two treat- 
ments with Pentothal® Sodium, and hypnosis. The 
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only apparent effect of this treatment was that for 
over a year he complained of impaired memory. He 
was so frightened he could go out only at night. 
He relied on some twenty whiskeys with beer chasers 
to hold his job. We found his diagnosis to be 
a very bad case of social anxiety. He was easily hyp- 
notized and went into a deep trance. His visualiza- 
tions were mostly symbolic, disconnected, and-held 
together only by their emotional content. His hyp- 
noanalysis was a constant dialogue between himself 
and the doctor. The doctor provided the questions 
which were kept as neutral as possible. At times, 
when a new visualization appeared, the patient 
would talk spontaneously. He improved greatly, 
stopped drinking of his own volition, fell in love, 
whereby he terminated his treatment. His marriage 
is working out well. When asked what he experi- 
enced during the hypnoanalyses, he never could 
give a good description because he was too emo- 
tionally involved in the events evoked. He reported 
that in the regressed state he felt himself no taller 
than a man’s knee and at times smaller. He said 
the physician’s voice seemed as though it came from 
the opposite end of a long hall, and he stated that 
our influence on him was very small. At times, he 
gave interpretations of his symbols in a way that the 
symbol changed to the real meaning, what it rep- 
resented, then back again to the symbol. 


Another patient had a bad tremor of his hands 
when he ate in public places but not when he 
ate at home. Aside from that, he had many fears 
and apprehensions. We made the diagnosis of a 
mixed conversion and anxiety hysteria. He never 
went into a deep hypnosis; nevertheless, he had 
vivid visualizations. For a long time they dealt with 
airplanes, then he stated that the airplanes were 
resembling decapitated chickens, and these decapi- 
tated chickens were symbolic of how the patient 
himself felt as a small child. During the very ir- 
regular treatment, the patient made a love marriage 
that has worked out well. He is still under 
treatment since the tension is only partially re- 
lieved. He commented once: “When you say deeper 
(you sleep deeper) , my memory seems to go back.” 
Also, “Things come up independently, you cannot 
channel them.” Another time, “Listening (to the 
record) I felt on the verge of tears.” 


Once the patient reported in a hypnosis: “I feel 
off and on as a child and then sometimes grown. I 
step out of the character, back and forth as a 
child then as an adult, stay several feet away and 
look down from above at the child.” After a hyp- 
noanalysis, he once stated that while awakening he 
had felt himself growing and growing until he 
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was his normal size. He explained this at the 
beginning of the next session. “That never hap- 
pened to me before. After you told me your body 
returns to normal, I began to grow in length on 


both ends.” 


These remarks constitute a good description of his 
feelings. But they also prove something. In employ- 
ing free association in psychoanalysis, the patient 
expresses everything that comes to his mind so that 
the conscious objective goals of the ego may be 
eliminated. That means impulses and mental strains 
gain expression so that it is possible, with the knowl- 
edge of their derivatives, to come to the repressed 
material. At the end, the psychoanalyst interprets 
what the patient really meant in his free associa- 
tion. Together the patient and psychoanalyst have 
to work through a maze of defenses, resistances, 
and positive and negative transference situations. 

In hypnoanalysis most of such work is unneces- 
sary. The patient sees and feels himself as a child 
with all the emotions and impulses he had at that 
time and, at the same moment, he is also observer 
and able to give his own interpretations which he 
therefore accepts. A longer discussion of this topic 
is not possible here, and we refer to our article 
“Hypnotherapy II,”* and the paper titled 
“Hypnotherapy.”® 


Before reporting about the other two cases, we 
want to mention the possibility of screen memories 
and real inventions. No method exists of excluding 
screen memories—any person may experience them. 
But, as with the progress of therapy, the patient’s 
visualizations interlock—a patient may refer in one 
hypnoanalysis to the images he had in another— 
screen memories would be detected during the 
treatment, and the patient would be asked what he 
really meant. A patient, whose symbolic visualiza- 
tions of a childhood event we regarded as com- 
pletely explained, spontaneously many months later 
gave the interpretation of a detail. 


Inventicns make little sense from the point of 
view of the patient. Definite material is never re 
quested of the patient except as interpretation of al- 
ready known material, or if the patient requests it 
because he seeks the reason for some momentary 
symptom. Theoretically it would be possible, as the 
supposition is made, that patients in hypnosis in- 
vent stories “to please the doctor.” Such an inven- 
tion would then be one that is specific for that pa- 
tient at that particular time of his treatment, and 
which conforms to his momentary special mental 
pattern. These stories would have to be worked 
through just as other material until the mental 
dynamics of their origin were found. 


ii 


The statements of the other two patients, just as 
the two former self-descriptions of our patients, at- 
test to what we have just made reference. One was 
a patient who, every year at the same time, had 
recurrent hysterical depressions and many other con- 
version symptoms. The depression did not reap- 
pear after its origin was explored. In every hypno- 
analysis the patient brought a scene, worked it 
through completely, and gave its interpretation. 
Often he relived whole events of his complicated 
childhood. He saw himself as a child and had the 
feelings, emotions, and sensations of a child. His 
later hypnoanalyses were largely monologues. 


While awake he stated: “In hypnosis I am con- 
scious and yet not conscious.” Another time he 
stated: “I look at it and it is like a moving picture, 
a technicolor movie.” He commented once: “In hyp- 
nosis I can’t think. If you ask a question, either 
there is a blank space, or something comes forth. 
You cannot figure it out, it is impossible. I was 
thinking myself, is it possible that I am inventing. 
It seems that I have no control over my voice what- 
soever. It’s almost as if I had no mind. To explain 
it, I am sitting here, and you ask me a question. I 
can think before I speak, but in hypnosis that is 
impossible. It’s just a voice in pictures. I know that 
these things have actually happened, and for some 
reason or another they come forth. They all con- 
nect. My mind feels as if it were cut in half, and 
one half is missing.” The patient was asked which 
part was missing and he drew his right hand verti- 
cally from the hairline down to the base of his nose. 
Then he pointed to the left side of his forehead. 
“This part is missing. You are helpless. When I am 
asked a question, there is no thinking process. A 
voice answers the question, and that is my voice.” 


The last patient in this group was referred be- 


cause of a nervous heart condition with accompany- 


ing palpitations and fear of immediate death. He 
was treated for a few months and improved mark- 
edly. A year later his complaints had not recurred. 
He was readily hypnotizable, and for the most part 
related a scene of one event in a hypnoanalysis that 
was in dialogue form. He stated that the hypno- 
analyses were like a continuous picture as in a 
movie, and that the background appeared vivid also. 
He could see himself as he was at the time and also 
as a child. “I am looking at myself as an unclear 
image, but the other is much clearer. I am not an 
actor but an audience. I have a very thin feeling 
that I am under hypnosis.” 


We believe that these patients’ statements clari- 


fy much better what happens in hypnoanalysis than 
would a long theoretical explanation. It is certainly 
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possible that new patients will bring other descrip- 
tions, as each human being is unique and must be 
accepted as such. 


To conclude, a short theoretical discussion about 
the indications for hypnosis and hypnoanalysis may 
be advisable. In psychiatric literature there exist re- 
ports dealing with the hypnoanalyses of psychotic 
patients. Although we have refrained from this prac- 
tice, hypnosis may be attempted to help suppress the 
patient’s tension as long as these patients remain 
sociable. 


In neuroses, psychosomatic illnesses, and in every 
other somatic ailment where a psychic reaction is a 
contributing factor, hypnosis and hypnoanalysis 
should be tried. Since they attain their goal faster 
than other psychotherapeutic approaches, they 
should be tried before and not after the patient has 
been treated by other methods for many years, 
as is often the case. Patients who have undergone 
other psychotherapeutic procedures are usually 
more difficult to hypnotize. We were able to hypno- 
tize about four fifths of the patients who came for 
treatment. Possibly, quite a number of the remaining 
patients also could have been hypnotized, if it had 
been pursued for a longer period of time. 


Many patients are hypnotizable at the first at- 
tempt. The visits are at intervals of two or three a 
week. In many cases, it is possible to reduce the 
number of sessions to once a week. Hypothetical 
assumptions exist about what happens or what may 
happen in hypnosis that have never been proven by 
the actual practice of hypnosis and hypnoanalysis. 
The patients need fast relief, and fast relief can 
be provided with the help of hypnosis and hypno- 
analysis. 
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The Strang Cancer Prevention Clinic 


Memorial Center 


A “SECOND LOOK” 


Emerson Day, M.D. 


N THE Aprit 1948 issue of this JourNAL, Dr. 

Elise L’Esperance and her associates reviewed 

the experience of the Strang Cancer Prevention 
Clinics at New York Infirmary and Memorial 
Center.’ It seems appropriate at this five year in- 
terval to take a “second look” at one of these his- 
toric cancer detection and prevention clinics. 

It is not the purpose of this paper to give a com- 
prehensive report of clinical findings and statistics, 
but to review the current experience of the Strang 
Clinic at Memorial Center and to comment briefly 
on certain aspects of this service in cancer detection 
and cancer prevention. 


Cuinic PRocEDURES 


The Strang Clinics at the New York Infirmary 
and at the Memorial Center pioneered in the re- 
quirement of the complete physical examination of 
presumably well persons as a means of cancer con- 
trol. Since the beginning of the Clinics, roughly 15 
years ago, the optimum cancer detection examina- 
tion has been in a process of gradual evolution and 
improvement. Always, however, it has depended 
primarily on the conscientious examination of each 
individual by an alert physician. The development 
of a general biochemical screening test for cancer 
will not change this essential need for the compe- 
tent physician’s examination. In fact, the addition 
to cancer control facilities of a test for early cancer, 
comparable in general use and availability to the 
serologic test for syphilis, would greatly, even 
alarmingly, increase the demand for the physician’s 
services to locate the tumor, or rule it out, in thou- 
sands of apprehensive persons with positive tests 
but no localized symptoms or signs. 

The routine well adult examination at Strang 
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Clinic now consists of family and personal medical 
history and a thorough physical examination. This 
examination includes all skin surfaces and acces- 
sible glands, the mouth, nose, throat, and neck with 
indirect vocal cord visualization, the chest, breasts, 
abdomen, and genitalia, and digital examination of 
the rectum. A screening test for occult blood is 
performed on feces obtained at the time of the 
rectal examination. 


Female patients have as routine procedure vagi- 
nal and cervical cytologic smears, direct inspection 
of the cervix, iodine staining reaction, and bimanual 
pelvic examination. Proctosigmoidoscopy is routine 
procedure for all persons over 45 years of age. 
Stomach survey roentgen rays by the photofluoro- 
graphic method are recommended as an additional 
part of the check-up of all asymptomatic examinees 
over 45 years of age. 


In addition to the routine vaginal and cervical 
smears, each complete examination includes a 
hemoglobin determination, white blood count and 
differential, urinalysis, and a photoroentgen of the 
chest. Biopsy is included as part of the regular 
clinic procedure when suspicious lesions of the 
cervix, or rectal or colon polyps are encountered. 

For the follow-up of leads from the routine ex- 
amination, diagnostic roentgen rays and laboratory 
tests are arranged through the patient’s private 
physician or other appropriate facilities. In ques- 
tions of early cancer, cytology has become an im- 
portant diagnostic tool. Smears of sputum or bron- 
chial washings, stomach, rectal and colon washings,” 
urinary sediment, and prostatic and breast secre- 
tions, when available, may yield key diagnostic in- 
formation when biopsy is difficult or impossible. 

The basic examinations at Strang Clinic are per- 
formed by a staff of physicians who are not re- 
quired to have special qualifications other than an 
interest in and an ability to perform thorough gen- 
eral examinations. The clinic service includes con- 
sultation with specialists when indicated by the 
findings of the routine examination. Regularly 
scheduled consultation sessions are held for head 
and neck problems, proctology, gynecology, and 
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TABLE I 
Number and Type of Examinations 
Strang Clinic, Memorial Center, 1940-1952 


Year Total Visits Initial Return Annual* Other* 
1940 27 18 ie) 
1941 311 150 161 
1942 1,107 515 592 
1943 1,582 507 1,077 
1944 2,691 1,038 1,653 
1945 6,227 3,066 3,161 
1946 14,453 5,713 8.740 
1947 18,692 5,565 13, 127 
1948 25,302 5,561 19, 741 6,329 13,412 
1949 28,247 5,936 22,284 7,673 14.611 
1950 30,304 5,803 24,501 9,064 15,437 
1951 33,346 5,840 27,506 10,788 16,718 
1952 34,664 6,337 28,327 12,465 15,862 


TOTAL PERSONS 46,049** 


*Categories of return visits not available until 1948. 


**Includes admissions to Strang Pediatric and Teen-age Clinics. 


urology. Other consultations, breast, lung, hema- 
tology, and so forth, are readily available. The 
development and experience of the Head and Neck 
Consultation Service at Strang Clinic has been de- 
scribed in the JourNAL.’ 

The strong public response indicated in the first 
Strang Clinic report has continued. The number 
and types of visits at Strang Memorial from the 
opening in October 1940, through December 1952, 
are shown (Table I). 

In spite of heavy demand, the number of initial 
examinations has remained more or less fixed be- 
tween 5,500 and 6,000 a year for the past seven 
years. The capacity for initial appointments is lim- 
ited, partly by the facilities and staff required for 
processing original admissions to the Clinic, and 
partly by the volume of returning examinees. The 
limitation of initial appointments creates long wait- 
ing lists and increases the importance of careful- 
screening of applicants and prompt disposition of 
patients whose symptoms require referral elsewhere. 

Present experience indicates that approximately 
one half of the patients served return for periodic 
examinations. Some relief in the number of return 
examinations was achieved in 1951 by abandoning 
the routine practice of return visits every six months 


TABLE II 
Examinee Age Group Distribution 
Strang Clinic, Memorial Center 


AGE FEMALE MALE 
20-29 9% 8% 
30-39 30% 29% 
40-49 34% 36% 
50-59 19% 20% 
60-69 1% 6% 
70 and over 1% 1% 


for women over 45 years of age. Since then, periodic 
examinations have been placed on an annual basis 
for patients of all ages. 


Sex and Age Groups 

For the first four years Strang Clinic examined 
women only. In 1945 examinations for men were 
started. Demand for appointments for women re- 
mains approximately twice that for men. At present 
there are four general male clinic sessions and eight 
general female clinic sessions each week. 

The percentile age distribution of examinees by 
decades, starting from the age of 20 years, is shown 
(Table II). Almost three quarters (73 percent) of 
both male and female examinees have been under 
50 years of age. This preponderance of younger 
adults is an important factor in determining the 
detection rate for a disease such as cancer, the fre- 
quency of which increases with age. 


Cancer Findings 


A total number of 452 cancers were detected in 
30,527 women examined at Strang Clinic through 
December 1952 (Table III). The ratio of 14.7 
per 1,000 examinees is higher than expected for 
asymptomatic adults of this age distribution. This 
can be accounted for by the fact that not all ex- 
aminees prove to be asymptomatic on thorough 
history in the Clinic, and also that these figures 
represent cumulative findings over a number of 
years. An accurate figure for the current annual 
cancer detection rate is not available but is estimated 
to be in the vicinity of 10 per 1,000 for women 
examined for the first time. 

For men the over-all findings from 1945 through 
1952 were 112 cancers detected in 14,602 examinees, 
a ratio of 7.6 per 1,000 (Table IV). 
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TABLE III 
Distribution of Cancer in Women 
Strang Clinic, Memorial Center, 1940-1952 
30,527 Examinees 452 Cancers—14.7 per 1,000 


SITES NUMBER PERCENT 
Breast 135 30 
Genital Organs 135 30 

Cervix Uteri 88 

Corpus Uteri 25 

Ovary 17 

Other 
Gastrointestinal Tract 75 17 

Rectum and Colon 67 

Other 8 
Skin 62 14 

91% of Total 

Other Sites 45 9 

Thyroid 18 

Lymphosarcoma 7 

Lung 6 

Urinary Tract 5 

Other 9 


Analysis of the distribution of cancer by sites 
(Tables III and IV) reveals that four sites con- 
tributed over nine tenths (91 percent) of the cancer 
diagnoses in women and over five sixths (84 per- 
cent) of all detections in men. For both sexes, these 
four sites included the genital organs, gastro- 
intestinal tract, and skin. The fourth major site of 
cancer for women was the breasts, while for men 
it was the lungs. 


The importance of the accessibility of the cancer 
in detection programs is demonstrated in the Strang 
Clinic findings. Skin cancer is high on the list for 
both men and women. In contrast, cancers of the 
pancreas or the liver, which together are responsible 
for approximately 10 percent of cancer deaths for 
each sex in this country,* rarely if ever appear in 
detection data. The finding of substantially more 
cancer of the rectum and colon than of cancer of 
the stomach and esophagus is further demonstra- 
tion of the importance of simple office type pro- 
cedures for direct visualization and biopsy in a can- 
cer detection program. 


THe Goat or CANCER PREVENTION 


When Dr. L’Esperance established the Strang 
Clinics at New York Infirmary and at Memorial 
Center, she called them Cancer Prevention Clinics, 
with the conviction that the promotion of well 
adult examinations can be an effective means of 
preventing cancer.’ The basis for this belief is two- 
fold: (1) That there is a stage in the development 
of cancer when it is localized and curable; that its 
detection before it has caused symptoms will in- 
crease the likelihood of initiating treatment at this 


*U. S. Vital Statistics, 1948. 
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TABLE IV 
Distribution of Cancer in Men 
Strang Clinic, Memorial Center, 1945-1952 
14,602 Examinees 112 Cancers—7.6 per 1,000 


SITES NUMBER PERCENT 


Skin 41 37 
Gastrointestinal Tract 32 28 
Rectum and Colon 25 
Stomach and 
Esophagus 7 
Lung 12 11 
Genital Organs 9 8 
Prostate 7 
Testis 2 


84% of Total 
Other Sites 18 16 
Leukemia 
Lymphosarcoma 
Hodgkin’s Disease 
Salivary Gland 
Other 


Go 


curable stage, thereby preventing advanced cancer 
and death; (2) that there are identifiable premalig- 
nant lesions, the removal or correction of which 
will prevent even the initial stages of cancer. 
These tenets have been both challenged and de- 
fended many times in the past decade. Increasing 
experience in cancer detection and well adult ex- 
aminations leads one to believe that progress is 
being made in cancer prevention along the lines 
set forth. However, data necessary to prove or dis- 
prove this belief are still lacking. One of the most 
important functions now required of Strang Clinic 
and similar detection centers is to conduct follow-up 
studies to test the validity of the concept of can- 
cer prevention through well adult examinations. 


SUMMARY 


The Strang Cancer Prevention Clinic at Me- 
morial Center has been exposed to a brief “second 
look,” five years after an original report in this 
Journat. The present clinical procedures are out- 
lined and data concerning examinees and cancer 
findings are presented. 

Certain implications of the data are discussed irf 
relation to cancer detection and cancer prevention. 
No attention is devoted in this paper to the other 
important functions of the Strang Clinic in the fields 
of research, education, and general preventive 
medicine. 
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Medical Aspects of Housework” 


REPORT FROM NORWAY 


Inger Haldorsen, M.D. 


At the Congress of Medical Women of Scandi- 
navia held at Lillehamar, Norway, in 1948, the 
health problem of the housewife was discussed. The 
subject was proposed by Dr. Estrid Guldberg, presi- 
dent of the Norwegian Medical Women’s Associa- 
tion. Together with the Norwegian Women’s 
Health Organization, the medical women have 
started a health control program for housewives. 

In industry, health control was started about a 
decade ago, affecting both male and female em- 
plovees. Even though there were many housewives 
among the female employees, the majority were not 
included in the industrial health control program. 
As a result the N.W.H.O. initiated the investiga- 
tion which will be described. 

N.W.H.O. has approximately 220,000 members. 
Functionally the organization is similar to the Red 
Cross. It is especially interested in health centers for 
expectant mothers and for children ranging from 
infants to school age. In addition to establishing and 
operating 400 centers, N.W.H.O. is active in tuber- 
culosis and rheumatic disease wards. The first 
Norwegian hospital for rheumatic diseases was 
initiated by this organization. 

The program for housewives was begun in 1950. 
Reaction by the public to the program was varied. 
On one hand it was difficult to prove the importance 
of the examinations, and on the other, where inter- 
est and response were good, it diminished when it 
was learned that the program was set up for ex- 
aminations and not for medical treatment. 

Throughout Norway there are now 30 health 
control centers where, thus far, 1,200 examinations 


have been conducted. The examinations are volun- 
tary and have two purposes. The first purpose is to 
determine the actual state of health of the examinee, 
and the second is to determine whether any ab- 
normality exists of which she is not aware. 

In Oslo, the capital of Norway, 500 housewives 
were examined. We wish to present the result of 
this investigation by Dr. Holt (see Table). 

As a result of separating the examinees into four 
age groups, we were able to make some suppositions. 
The state of general health was very good within 
the younger age group, whereas in the group 30 
through 39, only 54 percent were classified as very 
fit. This decrease was consistent in the succeeding 
age groups. As the condition of the lower extremities 
was generally poor, it was felt that there may be 
some relationship between this and the type of shoe 
worn by the examinees. If this proves true, it may 
be necessary for the medical women to take up the 
problem with the shoemaker and the designer. 

Our investigation shows that a higher number 
(21 percent) of our examinees were unaware of ab- 
normal existing conditions than were found in in- 
dustrial programs where 10 to 15 percent of the 
employees had abnormalities unknown to them- 
selves. The higher percentage may be the result of 
the increased age of our group. 

It is impossible to draw any exact conclusions at 
this early stage, but the results of the examinations 
make it clear that it is desirable to continue the in- 
vestigations. We believe that after the results of the 
first examinations are published, the program will 
become more popular. 


* Conclusion of the reports on the symposium, “Medical Aspects of Housework,” presented 
at the Council Meeting of the Medical Women’s International Association, Vichy, France, Sep- 
tember 1952, and published in the February JouRNAL. 
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TABLE 


Result of the examination of 500 housewives in Oslo, 1951 


AGE Under 29 30-39 40-49 Over 50 
General health 
Existing conditions 
Hallux valgus and pes planus 12 30 49 90 
Weight 
New conditions 


REPORT FROM ITALY 


Maria Teresa Casassa, M.D. 


The questionnaire compiled by the Study Group 
on Housework which was set up after the London 
meeting in July 1951, was distributed to 2,000 per- 
sons on behalf of the Italian Association of Women 
Doctors. The actual enquiry was conducted either 
by women doctors or welfare workers, who were 
largely responsible for obtaining the data with re- 
gard to working-class women. 

Only 810 questionnaires were returned, some of 
them incomplete; 300 came from women working 
in the textile industries, 310 from peasant women, 
and 200 from housewives. The relatively limited 
number of replies received in comparison with the 
number distributed is, in our opinion, due to the 
customary suspicion with which such investigations 
are received, and also to the otherwise praiseworthy 
diffidence with which our people commit to paper 
details concerning such an intimate portion of their 
private lives as the family. It should also be added 
that, although the percentages are derived from 
numbers as laid down by the study group, the fact 
that the data are not as informative as had been 
hoped is due to their being related to women from 
industrial and peasant groups in the north of Italy 
alone, whereas the data on housewives are drawn 
from groups in both northern and central Italy. 
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Of the 300 women workers who replied, 100 
worked in a wool textile factory, 100 in a silkweav- 
ing factory, and 100 in a cotton factory. Their ages 
ranged from 25 to 50. The number of women 
workers in the factories concerned was 80 to 90 
percent of the total. The factories were all located 
in the larger or smaller towns of northern Italy. 
Of the women who replied 80.8 percent were mar- 
ried to workers, 10.43 to artisans, 4.93 to clerical 
workers, and 3.84 percent to peasants. 

Living quarters. 60 percent lived in 2 rooms, 10 
percent in 1 room, and 15 percent had 3 to 4 
rooms. 

Number of children. 69.40 percent had 2 chil- ~ 
dren; 23.13 percent, 3 children; 5.97 percent, 4 
children; 0.76 percent, 5 children; and 0.74 percent, 
7 children. The majority of these children are taken 
care of during the day in factory créches, in nurs- 
ery schools, or are attending primary school. From 
the ages of 6 to 12 they are accepted in holiday 
camps in the mountains or at the seaside during the 
summer holidays. Each child may stay one month 
in these camps or colonies which are run by schools 
or factories or by charitable organizations. 

Help with housework. In 55.94 percent of the 
cases investigated, the women did their housework 


174 JOURNAL OF THE AMERICAN MEDICAL WOMEN’S ASSOCIATION 


alone, 24.72 with the help of relatives, and 19.34 
percent with the help of their children. 


Hours of work. Although it was relatively easy 
to ascertain the hours spent in sleep or at their 
professional occupations, the reverse was the case 
with the hours devoted to housework or to leisure. 
According to the information received: 0.54 per- 
cent spent 1 to 2 hours per day on housework, 5.43 
percent spent 3 hours, 14.38 spent 4 to 5 hours, 
24.73 spent 6 hours, and 5.59 spent 7 hours. Most 
of these working women (96 percent) spent 8 hours 
a day in their paid work, and 4 percent of them 
spent 9 hours. 


Hours of sleep. 34.61 percent had 8 hours per 
night, 31.31 percent had 7 hours, 24.17 had 6 hours, 
and 1.64 had 5 hours only. 


Relaxation. None of the women questioned had 
any hours of relaxation during the day; 24 percent 
had 2 hours a week; 10 percent, 3 hours a week; 
2 percent, 4 hours; 8 percent, 5 hours; and 40 per- 
cent had a half day a week; 8 percent had only a 
half day per month. The favorite leisure relaxa- 
tion appeared to be the cinema. 


According to labor legislation, all are entitled to 
a yearly holiday. This consisted of 10 days for 4 
percent, 12 days for 30 percent, and 15 days for 
66 percent of the women concerned. 


Working conditions in the home. 
62.83 percent have running water in the house 


25.96 percent have an outside supply of water 
(in the courtyard) 


11.21 percent must fetch water from the well 
1.25 percent have lighting by oil lamp 
98.75 percent have lighting by electricity 

45.05 percent cook by wood fires 

42.30 percent cook by gas 

10.98 percent cook by electricity 

24.17 percent heat their homes with wood 
1.08 percent heat their homes with gas 
7.68 percent heat their homes with coal 


9.88 percent heat their homes with wood and 
coal 


92.00 percent possess an electric iron 
10.98 percent possess a stove 
2.00 percent possess a washing machine 
0.90 percent possess a boiler 
3.00 percent do their washing at home 


66.00 percent do their washing at the public 
washhouse 


10.00 percent send their washing to a laundry 


Complaints. Those women who undertook paid 
work complained of the work in 22 percent of the 
cases; of the length of working hours, 36 percent; 
of monotony, 24 percent; of the complicated na- 
ture of the work, 16 percent. None of them com- 
plained of inadequate working equipment. On the 
other hand, with regard to housework, the number 
of women who complained of the work rose to 60 
percent and 26 percent complained of its monotony, 
12 percent complained that it was too complicated, 
74 percent that they had to think of too many 
things at once, 76 percent that their working equip- 
ment was inadequate. None of them complained 


of insufficient nourishment. 


Physical health. From the point of view of physi- 
cal health, the greatest number of complaints were 
of general fatigue (48 percent), and of backache 
(31 percent). Many complained of frequent colds 
(10 percent), of rheumatism (22 percent), of her- 
nia (2 percent), of eczema (2 percent) , of cardiac 
troubles (8 percent), of headache (16 percent), of 
varicose veins (21 percent); and the remaining 
complaints, mainly troubles of gynaecologic nature, 
amounted to 8 percent. 


Mental health. From the point of view of mental 
health, 8 percent complained of monotony, 30 per- 
cent of anxieties, 32 percent of nervousness, 8 per- 
cent of loneliness, 18 percent of lack of sleep; 85 
percent felt confident their work was appreciated. 
(Unfortunately it is not clear whether this refers 
to their housework or to their paid occupation.) 


Suggestions for improvement. 66 percent felt 
they needed better economic conditions; 48 percent, 
better domestic training; 90 percent, better equip- 
ment in the home; and 44 percent would have liked 
some domestic help. 


The investigation was carried out by welfare 
workers who were unknown to each other. In the 
short report made by each one, all stressed the point 
that although the standard of living of the women 
concerned was sometimes very modest, it was not 
usually below the poverty lines; their mental level 
was usually mediocre; they are resigned to their 
way of living, but they dream of good positions 
for their children. 


The enquiry conducted among the textile 


workers could have been greatly extended, in the 


opinion of the persons who conducted it. The num- 
ber was however limited to 300, as laid down by 
the study group, largely because of the uniformity 
of the responses given. 


J.A.M.W.A.—Vo 8, No. 4 


| 
4 


MEDICAL ASPECTS OF HOUSEWORK 175 


There is a small group (20) of women working 
in an accumulator factory in a small town in the 
north of Italy, whose answers were considered of 
special interest. In this factory the number of 
women employed was only 10 percent of the total 
personnel. The women who responded to the ques- 
tionnaire were all between 25 and 40 years old, mar- 
ried, with at least 2 children. Their responses to the 
questions on housing and living conditions can be 
compared with those of the textile workers, but 
there is a striking difference in the physical com- 
plaints: 30 percent, hepatomegaly; bad legs and 
varicose veins, 60 to 80 percent. 

At the same time the responses of 310 peasant 
women were also investigated. This investigation 
took place in various parts of northern Italy, that 
is to say in the plain of Turin and the foothills of 
the Alps, in the plains of Brescia and Cremona. 
The characteristic cultivations in the plains are 
wheat, maize, hemp, fodder, and vegetables. From 
the agricultural point of view the earth is fertile, 
and cattle yield remarkable returns. The land is 
divided into large and small estates; the latter are 
cultivated by their owners, whereas the large es- 
tates are either rented to the peasants or farmed 
by sharecroppers, whose economic circumstances 
are bound up with the fortunes of the estate they 
have to cultivate. In the foothills of the Alps the 
characteristic crops are maize, vegetables, and 
wines. A considerable income, in addition to that 
provided by the cattle, is derived from wood and 
chestnuts. From the agricultural point of view, the 
soil is only moderately fertile and the land is split 
into small estates. 


The peasant women in question work both in 
the home and on the land. Their dwellings are 
usually very primitive, with the exception of those 
who are independent farmers on reasonably sized 
holdings, particularly in the plain, or those who 
have rented the large estates. 


The work of women, particularly the women who 
are working on their own farms, or the wives of 
the sharecroppers, consists not only of cultivating 
the soil, but also of looking after the livestock 
(milking, and so forth), the orchard, and the 
poultry run. The work is exceptionally hard on the 
woman whose husband is not a peasant, for, where- 
as in the peasant household the woman is her hus- 
band’s assistant, when the head of the household 
is an industrial worker, he limits himself to giving 
a hand to his wife once he himself has finished his 
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work at the factory. Thus the main burden of the 
agricultural work falls on women and children. 

It emerged from our investigation that 86 per- 
cent of the women were married to peasants, 12.56 
percent, to industrial workers, 1.44 percent to men 
whose occupations were not stated. 

Living conditions. 48 percent lived in 2 rooms, 6 
percent in 1 room, 28 percent in 3 rooms, 10 per- 
cent in 4 rooms, 5.5 percent in 5 rooms, | percent 
in 6 rooms, and 1 percent in 7 rooms. 

Number of children. 24 percent had 2 children; 
26.6 percent had 3; 16 percent had 4; 12.6 percent 
had 5; 5.32 percent had 6; 6.50 percent had 7; 3.66 
had 8; 0.66 percent had from 9 to 12 children. 


Where the family lived in a village the children 
were able to attend the nursery school; from the 
age of 6 upwards they all go to a state primary 
school which is provided in every village. The chil- 
dren attend school with great regularity in winter; 
in the spring, when sowing starts, children are often 
expected to look after the cattle, or have to help 
with light work during haymaking, and so forth. 


Housework. 63 percent of the peasant women 
concerned did all their own housework; 17 percent 
with the help of relatives, 19.23 with the help of 
their children, 0.77 percent have some paid help. 

Hours of housework. 1.33 percent spend 2 to 3 
hours a day on housework; 6 percent, 4 hours; 5.33 
percent, 5 hours; 5.55 percent, 6 hours; 8 percent, 
7 hours; 16.66 percent, 8 hours; 4.66 percent, 9 
hours; 28 percent, 10 hours; 4.66 percent, 11 hours; 
2.66 percent, 12 hours. 


With regard to professional (agricultural) activ- 
ity. For 3.33 percent it takes 3 to 4 hours; for 2.66 
percent, 5 to 6 hours; for 4 percent, 7 hours; for 3.33 
percent, 8 hours; for 0.66 percent, 9 hours; for 4.66 
percent, 10 hours; for 0.66 percent, 11 hours; and 
for 3.33 percent, 12 hours. Both the hours devoted 
to housework and to agricultural work have to be 
interpreted in the light of the fact that agricultural. 
work is practically at a standstill during the winter 
months. But in spite of this pause, the housework 
is still very heavy because of the conditions under 
which it is performed, particularly, as will be seen, 
owing to the lack of running water in the house. 


Hours of sleep. 4 percent sleep 5 hours; 12.66 
percent, 6 hours; 28.00 percent, 7 hours; 39.33 per- 
cent, 8 hours; 8.66 percent, 9 hours; and 4.00 per- 
cent, 10 hours. 


Relaxation. With regard to hours of relaxation 
during the day, we received either negative responses 


Hi 


or no response at all. Generally speaking, the pea- 
sant women concerned had one half day of leisure 
a week, nearly always on Sundays when they go to 
church and pay visits; market day is a diversion for 
them. In the country it is mainly the young unmar- 
ried girls who go dancing or to the cinema. None of 
the peasant women questioned mentioned an annual 


holiday. 
W orking conditions in the home. 
16.00 percent had water in the home 
61.98 percent had to fetch water from the 
courtyard 
2.32 percent had to fetch water from a well 
50 to 100 metres distant 
3.10 percent had to fetch water from a well 
200 metres distant 
1.55 percent had to fetch water from a well 
500 to 600 metres distant 
92.66 percent had electricity for lighting 
4.66 percent used oil lamps 
95.32 percent used wood fires for cooking 
3.33 percent used gas 
7.33 percent used gas and charcoal 
97.00 percent used wood for heating 
3.00 percent used coal 


With regard to electrical equipment, 60 percent 
had an electric iron, and 4 percent, a refrigerator. 
The majority, that is to say, 84 percent, did their 
washing at the well or in the river, and 16 percent 
did it at home. 


Complaints. In their professional occupation, 30 
percent complained of the work; 58 percent, of the 
Jength of working hours; 12 percent of monotony; 
12 percent of its complicated nature; 46 percent, of 
inadequate equipment. In their housework, 38.66. 
percent complained of the work; 46 percent of the 
length of working hours; 11.33 percent of monot- 
ony; 5.39 percent of its complicated nature; 30.6 
percent of having to think of too many things at 
once; 36.6 percent of inadequate equipment, 10.60 
percent of inadequate nourishment. 


Physical health. A fairly large percent of these 
peasant women (54 percent) complained of rheu- 
matism; 42 percent of general fatigue; 26.66 percent, 
colds; 19.33 percent, cardiac trouble; 26.66 percent, 
headaches; 27.33 percent, backaches; 27.33 percent, 
varicose veins; 23.33 percent, hernia; and 4.33 per- 
cent of eczema. 


Mental health. 11.33 percent complained of 
monotony, 13.33 percent of anxiety, 12.33 percent of 


nervousness, 12 percent of loneliness, 12 percent of 
insufficient sleep. 
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Suggestions for improvement. These women 
would have liked to see the following changes in 
their lives: 70 percent would have liked an improve- 
ment in their economic situation; 11.33 percent, a 
better training in domestic science; 90.66 percent, 
better household equipment; and 56.66 percent 
would have liked paid domestic help. 


In the course of our observations it emerged that 
in spite of the hard life they lead, they do not feel 
particularly unhappy. In general they have one great 
ambition: to be able to let their children study so 
that they can obtain a diploma or a doctorate. 


It would also have been possible to investigate a 
much larger proportion of peasant women in this 
particular survey, which was undertaken by women 
doctors and welfare workers. But the enquiry was 
limited to the prescribed number, largely again be- 
cause of the uniformity of the responses obtained. 
It is a matter for regret that we did not receive the 
results of the enquiry which was to have been made 
in central Italy, which would certainly have pro- 
vided some interesting information. 


It is also very regrettable that we cannot complete 
these statistics relating to the peasant women and 
textile workers with statistics drawn from an investi- 
gation into conditions among women exercising a 
profession. However, these statistics did not reach 
us. We shall therefore report the results of an en- 
quiry into conditions among housewives, 100 living 
in the city of Milan, and another 100 living in the 
larger and smaller cities of central Italy. 

This group of 200 is rather varied, as is shown by 
the answer to the first question: 17.50 percent state 
their husbands are in one of the free professions; 
11.00 percent are in trade, 37 petcent are in clerical 
positions, and 34 percent are industrial workers. The 
number of rooms in their homes varies from 1 to 8. 


Living conditions. 17 percent live in 1 room; 22, 2 
rooms; 23, 3 rooms; 22, 4 rooms; 10, 5 rooms; 4, 6 
rooms; and 1 percent in 7 or more rooms. 

Number of children. 68 percent have 2 children; 
12.5, 3 children; 5, 4 children; 2, 5 children; 1, 6 
children; and 0.5 percent have 7 children. 


Housework. The majority (73 percent) do all 
their own housework; 7 percent with the help of 
relatives; 2 percent with the help of their children; 
16.5 percent have one paid assistant; and 1.0 per- 
cent have two paid assistants. 

Hours of housework. It has not been easy to ob- 
tain data on housework in this group. Perhaps in 
this group more than in the preceding ones it would 
have been particularly important to direct the ques- 
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tions towards the actual effectiveness of such work, 
which depends so much on the mentality and organ- 
izing capacity of the housewife and on the internal 
organization of the home. However, the following 
percentages have been obtained from their replies: 
2.08 percent spend 2 hours per day on housework; 
1.50, 3 hours; 3.10, 4 hours; 4.68, 5 hours; 6.72, 6 
hours; 10.98, 8 hours; 1.04, 9 hours; 17.16, 10 hours; 
1.38, 11 hours; 8.34, 12 hours; 4.58, 13 hours; 7.28, 
14 hours; and 5.18 percent spend 15 to 16 hours a 
day on housework. 

Hours of sleep. 41.66 percent had 8 hours sleep, 
whereas 1.04 percent had 5 hours; 7.80 percent 
nad 6 hours, 11.42 percent had 7 hours; 8:33 per- 
cent had 9 hours, and 3.65 percent had 10 hours. 
They all had some hours of relaxation during the 
day: 1.04 percent had one hour, 11.97 percent had 2 
hours, 5.72 percent had 3 hours, 2.60 percent had 4 
hours, 1.50 percent had 5 hours, and 0.52 percent 
had 6 hours. The response to the question as to the 
favorite occupations during leisure time was singu- 
larly unvaried: cinema, theatre, visiting. With re- 
gard to annual holidays: 0.52 percent had an annual 
holiday of 10 days; 7.28 had 15 days; 4.10, 20 days; 
9.37, 30 days; 3.65, 60 days; 1.13, 80 days; and 3.10 
percent had an annual holiday of 90 days. 


W orking conditions. 
89 percent had their water supply in the home 
11 percent had to fetch it from the yard 


90.10 percent had lighting by electricity 
1.05 percent had lighting by gas 
8.85 percent had lighting by oil lamp 


50 percent did their cooking by gas 
28 percent did their cooking by wood fire 
17 percent did their cooking by coal 
4 percent did their cooking by electricity 
1 percent did their cooking by oil stove 


86 percent had an electric iron 
6 percent had a refrigerator 
5 percent had a washing machine 
6 percent had a boiler 
6 percent had a vacuum cleaner 


81 percent do their own washing at home 
6 percent go to the public washhouse 
13 percent send their washing to the laundry 
Complaints. 49 percent complain of the work, 
58.85 percent complain of the length of working 
hours, 21.30 percent complain of monotony, 25 per- 
cent complain of the complicated nature of the 
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work, 70.72 percent complain of having to think of 
too many things at once, 68.22 percent complain of 
inadequate equipment, and 4.16 percent complain of 
inadequate nourishment. 

Physical health. 14 percent complain of fatigue; 
28, rheumatism; 9, cardiac troubles; 18, headaches; 
24.4, backache; 4, varicose veins; 0.5, eczema; 13.0, 
various disorders mainly of gynaecologic nature. 


Mental health. 20 percent complain of monot- 
ony; 24.5, anxiety; 23, nervousness; and 3, insuf- 
ficient sleep. 


Suggestions for improvement. 78.64 percent of 
these women would have liked an improvement in 
their economic situation; 55 percent, better training 
in domestic management; 85.35 percent wanted bet- 
ter technical equipment in the home, 52.55 percent 
would have liked paid domestic help, and 34.90 per- 
cent wanted greater appreciation of their work. 


Unfortunately our investigations have been by no 
means as complete as we should have liked. But 
these first results, which will form a point of depar- 
ture for the study we are proposing to make, do 
already justify, in our opinion, certain conclusions. 
As was already pointed out in the report made to 
the Sixth International Congress of the MWIA at 
Philadelphia, there is no specific pathology of house- 
work, and such pathologic manifestations as may 
arise are due to the circumstances surrounding this 
very multiform and complex activity, or to certain 
individual predispositions (such as to eczema) . 


Without wishing to overburden this report with 
a critical appreciation of its data, if we examine the 
data on physical and psychologic disturbances, it is 
nevertheless clear that we can assume a state of 
chronic overstrain due to housework. This state of 
overstrain is demonstrated not only by the percent- 
age of women who report a general state of exhaus- 
tion (46 percent of the textile workers, 42.66 per- 
cent of the peasant women, and 14 percent of the 
housewives) , but also, to our mind, in the figures 
given as to rest. For, as we have seen, none of the 
peasants or textile workers enjoys the possibility of 
any rest during the day, however short, although the 
women working in the factories all answered “Yes” 
to the question, “Do you have annual holidays?” 
Four percent had 10 days, 30 percent had 12 days, 
and 66 percent had 15 days. These were the holidays 
to which they are entitled by law, and nothing is 
said as to the way in which these holidays are spent. 
In addition, none of the peasant women questioned 
had any annual holidays at all; some few of the 
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housewives had a fairly prolonged holiday, but here 
again nothing was said as to the way in which the 
holiday was spent. (Were they afraid of the Income 
Tax inspector?) 

This factor of overstrain is also, in our opinion, 
demonstrated by the fact that 72 percent of the 
factory workers, 58.85 percent of the housewives, 
and 44.6 percent of the peasants complain of the 
length of time that has to be devoted to housework. 
In addition, 74 percent of the factory workers, 70.72 
percent of the housewives, and 30.6 percent of the 
peasants complain of having to think of too many 
things at once. Finally, 62 percent of the factory 
workers, 45.66 of the peasants, and 45.5 of the 
housewives complain of anxiety and nervousness. 


This state of overstrain has already been stressed 
in the report given at Philadelphia. It does not ap- 
pear to be due exclusively to the difficult conditions 
in which the work is performed, but to other reasons 
as well, which are shown up by the responses as to 
the improvements desired: 66 percent of the factory 
workers, 70 percent of the peasants, 78.64 percent 
of the housewives wished for an improvement in 
their economic circumstances; 48 percent of the fac- 
tory workers, 55 percent of the housewives, and 11 
percent of the peasants would have liked a better 
preparation in domestic management; 90 percent of 
the workers, 90.66 percent of the peasants, and 86.35 
percent of the housewives wanted better technical 
equipment in the home. 


Even though the investigation is not nearly as 
complete as we should have wished, partly because 
it was not carried out in every part of the country 
where differences in geography create important 
differences in ways of living, customs, and economic- 
conditions, and partly because we did not receive 
any data relative to conditions among groups of 
women who also exercise a profession, yet such evi- 
dence as we have has brought out the difficulties 
under which our women conduct their housework. 
It is clear that we have to aim at providing a reason- 
able home, with sufficient number of rooms and 
adequate technical equipment, as well as providing 
a better preparation in domestic management for all 
our young women in whatever social category. 


There is no possible doubt that every improve- 
ment, every progress in the execution of housework, 
achieved by the provision of better homes (addi- 
tional electrical equipment, and so forth) , is in itself 
a considerable contribution to the health of the 
housewife. But there is something else. One ques- 
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tion, to our mind of considerable importance, was 
left out of the questionnaire: what value do women 
themselves attach to housework? Are they aware of 
its social as well as moral value? And, on the other 
hand, what value does society attach to this house- 
work, which is performed by millions of women, and 
which is the basis of all life in the family, that pri- 
mary cell in human society? As a general rule it is 
perfectly safe to say that a woman who works is 
taken to be a woman who does paid work: house- 
work is not paid, neither in the case of the mother of 
a family, nor of the woman who runs her own house. 
Is it then work? Clearly not. Given the prevalent 
utilitarian mentality, the woman who works solely at 
home, or who also undertakes work outside, cannot 
fail to be aware of the almost universal misunder- 
standing of the value of her work, the unjust evalua- 
tion from which it suffers and the position of infer- 
iority in which she is placed. All this is due to lack of 
appreciation of her work, which is even totally 
ignored by labour legislation. How serious this lack 
of appreciation is, is shown by the fact that paid 
domestic work, even though nowadays it can com- 
mand a high level of remuneration, is neither sought 
nor wished for. It is, on the contrary, accepted when 
necessary for lack of anything better, because it is 
generally considered to be not work but slavery. 


From our examination of the data provided, we 
feel entitled to draw the following conclusions: 


1. That there is no specific pathology of house- 
work. 


2. That nevertheless there is urgent need to im- 
prove the conditions under which housework is 


performed. 


3. That in order to create a real improvement in 
working conditions in the home, we have not 
only to consider material improvements (hous- 
ing, equipment, and so forth), although these 
are both necessary and urgent, nor even to 
organize a more widespread and effective train- 
ing in domestic management. If we are to cure 
this “very sick person” which is the family of 
today, and thus improve the hygiene of society, 
we have also to see that housework is accorded 
the social recognition that it lacks. We have 
also to take into consideration the fact that in 
a free and economically sound society no wo- 
man should be compelled té°seek work outside 
the home but should be free, if she wishes to 
work at home—the mistress of her own house. 


J.A.M.W.A.—Vot. 8, No. 4 
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American Medical Women’s Association 


PRESIDENT’S MESSAGE 


these pages! What busy months they have been! What a pleasure it has been to work with the officers, 
Committee members, and Branches. But what a colossal task for one to assume, in addition to the re- 
sponsibilities of a practicing physician! 


I: Is INCREDIBLE to me that a year, twelve whole months, has elapsed since I wrote my first message for 


A retiring President looks back over the year with regret, not only because a happy year has ended, 
but with regret that more was not accomplished. From the final reports which will be given at the next 
Annual Meeting, you will see that many officers, Committee members, and Branches have been actively at 
work. This means interest in the Association. I wish to express my appreciation to those who have so 
loyally supported the Association this year. 


I shall feel that all the effort which the members who are actively working in the Association have put 
forth and the time and energy spent in attending meetings will be worth-while if at least part of this effort 
helps to solidify the foundations of the Association so that the next group can build on and profit by what 
has been done this year, just as this year we were helped by previous groups. But too much valuable experi- 
ence is lost by change of officers and Committee chairmen, and by lack of continuity of program and ad- 
ministration. I consider this to be one of our greatest problems. Our new Executive Secretary, Mrs. Lillian 
Majally, will be a great help here. 


I believe in the American Medical Women’s Association, in its purposes, and in democratic participa- 
tion in its activities by members from all over the country. I believe we have a great future if we have the 
united loyal support of all of our members. In union there is strength. 


It is a rare privilege to be President of the American Medical Women’s Association, and I am grateful to 


the Association for this honor. 


“We sail at sunrise, daily, ‘Outward Bound.’ ” 


JtA.M.W.A.—May 1953 
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ANNUAL MEETING 
May 29-31, 1953 


Barbizon-Plaza Hotel, 101 West 58th Street 
New York, New York 


For details of this Meeting, please see 
March and April issues, JouRNAL OF THE 
American Mepicat Women’s AssociATION. 
Also pages 16, 24, and 30 of this issue. 
The business sessions and reports will be as 
brief as possible. There will be social hours 
and cocktails at 5:30 p.m. preceding the ban- 
quets on May 30 and 31. “Fruits of the Spirit” 
is the title of the address Dr. Judith Ahlem, 
the incoming President, will make at the In- 
augural Banquet. 

Reports are now due. Please note that all 
motions and resolutions must be submitted in 
writing to Reference Committee A, HELEN 
Scurack, M.D., Chairman. All matters relat- 
ing to new business must be studied by this 
Committee before they are presented at the 
Meeting. 


IMPORTANT NOTICE 


Headquarters office of the American Medi- 
cal Women’s Association has been moved to 
1790 Broadway, New York 19, New York. 
Telephone number Clrcle 5-8000. 


ATTENTION 


Will You Please Co-operate with the His- 
torical Committee by completing and return- 
ing the form on page 12 of this JourNaL. 


OPPORTUNITIES WANTED 


APPOINTMENT IN SURGERY 
Thoracic and General Surgeon. Woman. M.D., 
M.S. (Surgery). Practical, teaching, and research 
experience. Interested in U.S. or foreign location. 
Please include particulars in reply. Box 5343, 
J.A.M.W.A., 1790 Broadway, New York 19, N.Y. 


WOMAN PSYCHIATRIST WANTED 


Assistant to diplomate in neuropsychiatry. Pri- 
vate practice—New York State—hospital appoint- 
ments. State age, health, education, experience, 
compensation expected. Reply to Box 5351, 
J.A.M.W.A., 1790 Broadway, New York 19, N.Y. 


JOURNAL OF THE AMERICAN MEDICAL WOMEN’S ASSOCIATION 


THESE WERE THE FIRST 


Dr. MartHa HucHes Cannon came with her 
family from Wales to Utah. She worked her way 
through school by typesetting, and saved for her 
medical education, graduating in 1880 from the 
University of Michigan Medical School. She estab- 
lished a nursing home in Salt Lake City, married 
Angus Cannon in 1884, and went to Europe for 
further studies. She returned to Utah where in 
1896 she was elected to the State Senate, defeating 
her husband for this post. She introduced bills for 
the promotion of health and aided in establishing 
the Utah State Board of Health. It is thought that 
she was the first medical woman elected to a state 
senate. 


Dr. Hitpa JANE Watters, graduate of the Medi- 
cal College of Virginia in 1936, was the first woman 
appointed as assistant resident at the Medical Col- 
lege of Virginia Hospital. 


Dr. Emiry A. Varnay-BrowNwWELL, of Dan. 
ville, Vermont, reecived her medical degree in 1844 
from the Woman’s Medical College of Pennsylvania 
and was the first woman physician admitted to lec- 
tures at the Jefferson Medical College in Philadel- 
phia. She first practiced in Danville, moved in 1864 
to St. Johnsbury, and later to California, where she 
died in 1906. 


Dr. SopHie Herzoc came from Vienna in 1886 
to Brazoria, Texas, after completing her medical 
training under her father, a noted Austrian surgeon. 
Her life in south Texas was one of hardship and 
adventure. The mother of fifteen children, she 
served as surgeon for the Gulf Coast Lines at Braz- 
oria, and died at the age of 76. 


Dr. Myrtte Spencer Locxwoon, graduate of 
the American Medical Missionary College in 1900, 
spent a few years in Portland, Oregon, before go- 
ing to Japan with her husband, Dr. S. A. Lock- 
wood. She obtained her license to practice medicine 
in Japan in 1902 and was the first American woman 
physician to receive this recognition. Since 1926 Dr. 


‘Lockwood has served on the staff of the Paradise 


Valley Sanitarium, National City, California. 


EvizasetH Bass, M.D. 


J.A.M.W.A.—Vot. 8, No. 4 
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AMERICAN MEDICAL WOMEN’S ASSOCIATION, INC. 
APPLICATION FOR MEMBERSHIP 


(Please print as it should appear in the Directory.) 
(Please check address to which JoURNAL and AMWA correspondence are to be mailed.) 


Check membership desired: 

[_] Life-Dues $200. (May be paid in two installments in two consecutive years) . 

[~] Active-Dues $10 per annum. (Branch dues not included in Active membership dues and are payable 
to Branch treasurer) . 


Associate-No dues. Junior-No dues, 


Continued on following page 
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EDITORIAL FORECAST 


June 1953 


“Some Aspects of Chronic Cough,” by Emily Lois Van Loon, M.D. 


Two articles will be presented on the subject of obesity: 


“Endocrine and Psychosomatic Aspects of Obesity,” by Rita S. Finkler, M.D. 
“The Treatment of Obesity,” by Sylvia F. Becker, M.D. 

There will also be two articles dealing with the Medical Aspects of Housework: 
“Orthopedic Disabilities of Housewives,” by Edith Lind Kristeller, M.D. 


“The Cardiac Housewife,” by Margaret H. Austin, M.D. 


CONSTITUTION OF THE AMERICAN MEDICAL WOMEN’S ASSOCIATION, INC. 
Article III, Section 1a. Active Members “shall be members of a Branch, if any local Branch exists; if not, they may 
be Members-at-large.” 


Article III, Section 6. Associate Members “shall be: (1) medical women in the first year of practice; (2) women interns, 
residents-in-training, and fellows. Associate members shall not pay dues and shall have all privileges of membership, except 
voting, holding office, and membership in the Medical Women’s International Association.” 


Article III, Section 7. Junior Members ‘‘shall be members of Junior Branches in the four undergraduate years of medical 
school.” - 


All members receive the official publication, the JouRNAL OF THE AMERICAN Mepicat WomeEN’s Asso- 
ciaTION. Life and Active members receive membership in the Medical Women’s International Association. 


Signature 


Endorsers are required only if applicant is NOT a member of a State or County medical society. Endorsers 
must be members of American Medical Women’s Association. 


Endorser: 1. Address 


Address 


Checks payable to the American Medical Women’s Association, Inc. must accompany application. Mail 
to Treasurer, A.M.W.A., P.O. Box 98, Madison Square Station, New York 10, New York, or to Branch 


treasurer. 
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x marks three reasons why . 


TAMD 


THE INTRAVAGINAL MENSTRUAL GUARD 
OF CHOICE 
COMFORTABLE — physically and psychologically 
CONVENIENT — easy to use, with individual 
applicators 
SAFE — eliminates odor and irritation 


[ Df 


| TAMPAX INCORPORATED - PALMER, MASS. 


: ACCEPTED FOR ADVERTISING IN JOURNALS 
' OF THE AMERICAN MEDICAL ASSOCIATION 


ctivities 


Regular, Super, and Junior 
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RAPID IMMOBILIZATION 


Plus OPTIMUM 
BARRIER AGTIO 


Clinicians of the widest experience in conception control hold 
that two properties are essential in contraceptive jellies: 
The product must immobilize sperm rapidly 
The product must provide complete occlusion of the 
cervix for a sufficient number of hours 


Whenever pelvic examination establishes that conception 
control with jelly alone will provide adequate protection, 
there is no better product than RAMSES* Vaginal Jelly. Con- 
tinuous tests conducted by an independent accredited re- 
search laboratory establish that RAMSES Vaginal Jelly 
immobilizes sperm in the fastest time recognized under the 
Brown and Gamble technic. Direct-color photographs show 
that the cervix remains occluded far beyond the survival 
time of sperm in the vagina. 


RAMSES Vaginal Jelly is nontoxic and nonirritating . . . will 
not melt or run at body temperature . . . and is continuously 
acceptable to the most fastidious patient because 
of its freedom from obtrusive odor. 


RAMSES Vaginal Jelly is offered for use 
only under the guidance of the physician. 


gynecological division 
JULIUS SCHMID, INC, 
423 West 55th Street « New York 19, N. Y. 
quality first since 1883 
“Active by weight: Dodecaethyleneglycol monolaurate 5%; boric 


PHARMACY 
CHEMISTRY 
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Fig. 1. Photo taken after 
insertion of RAMSES Vag- 
inal Jelly. Os occluded. 


Fig. 2. Photo taken ten 
hours after coitus. Occlu- 
sion still manifest. 


Jelly stained with non- 
spermatocidal concentra- 
tion of methylene blue for 


photographic purposes. 
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How Zest for Food 
leads to Zest for Life ! 


ee Is now clearly recognized that a 
baby’s whole future development 
is profoundly influenced by his early 
experiences with food. 

Happy mealtimes help a baby 
thrive emotionally as well as physi- 
cally. You, yourself, have noticed how 
often a sunny disposition and sturdy 
vitality are found in the babies who 
eat with zestful appetite. 

And as one of the many doctors 
who recommend Beech-Nut Foods, 
you will be glad to learn that there is 
a wider choice of appealing varieties 
than ever before—to keep mealtimes 
happy for your young patients. 


Babies love them cae 
thrive on them! 


A wide variety for you to recome- 
mend: Meat and Vegetable Soups, 
Vegetables, Fruits, Desserts— Cooked 
Cereal Food, Strained Oatmeal and 
Cooked Barley. 


Beech-Nut 
FOODS. BABIES 


Every Beech-Nut Baby Food has 
been accepted by the Council on 
Foods and Nutrition of the 
American Medical Association 
and so has every statement in 
every Beech-Nut Baby Food 
advertisement. 


FO00S AND 
NUTRITION 
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KEEP YOUR DIRECTORY UP TO DATE 


The following are recent changes of address:— 


P. Jane Blythe, M.D.—539 Fallowfield Ave., Char- 
leroi, Pa. 


Edith A. Burns, M.D.—2001 S. Grange, Sioux Falls, 
S.D. 


Papline Muirhead Cooke, M.D.—7300 S. Shore Dr., 
Apt. 606, Chicago, Ill. 


Florence Fouch Curro, M.D.—Box 137, Ross, Calif. 


Mildred E. Doster, M.D.—414 14th St., Denver, 
Colo. 


Ruth Ewing, M.D.—29 E. 9th St., New York, N. Y. 


Sarah Ferguson, M.D.—1301 Raguet, Nacogdoches, 
Tex. 


Elizabeth P. Fleming, M.D.—9 Summer St., Beverly, 
Mass. 


Bertha Frueholtz, M.D.—P.O. Box 230, Braunsfels, 
Tex. 


Margaret E. Hatfield, M.D.—District Health Office, 
Municipal Bldg., Elkhorn, Wis. 


Helen C. Hayden, M.D.—6 N. Michigan Ave., Chi- 
cago 2, Ill. 


Leslie Swigart Kent, M.D.—446 Eugene Medical 
Center, Eugene, Ore. 


Pauline V. Moore, M.D.—201 Dey Bldg., Iowa City, 
Iowa. 


Margaret Lawrence Rathbun, M.D.—184 Rox- 
borough Rd., Rochester 19, N. Y. 


Bernice C. Sachs, M.D.—200 15th N., Seattle 2, 
Wash. 


Martha Sollner, M.D.—1535 E. 53rd St., Chicago 
Il. 


Aida S. Steinle, M.D.—3354 N. Paulina, Chicago, 
Ill. 


ANNUAL MEETING 
Barsizon-PLaza Horet, New York 
Reservations for Luncheons and Banquets 


Saturday, May 30 
Luncheon $4.00 
Woolley Dinner 6.75 
Sunday, May 31 
Luncheon 3.75 
TOTAL (Includes tax and gratuities) $23.00 


Make checks payable to: Theresa Scanlan, Chairman. Send to: Executive Secretary, 
A.M.W.A., 1790 Broadway, New York 19, N.Y. 
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announcing 
“THIOSULFEIL. 


BRAND OF SULFAMETHYLTHIADIAZOLE 


the more soluble sulfonamide 
for greater safety in treating 
urinary tract infections 


Check these features and advantages 


RAPID BACTERIOSTATIC ACTION 


HIGHER SOLUBILITY LOW DOSAGE LEVELS 

LOWER ACETYLATION MINIMUM TOXICITY 

PROMPT ABSORPTION LESS RISK OF SENSITIZATION 
RAPID EXCRETION NO ALKALINIZATION 


NO FORCING OF FLUIDS 


Supplied: No, 785—0.25 Gm. per tablet (scored) —bottles of 100 and 1,000. 


Suggested Dosage: 
ADULTS 


Mild infections —1 tablet (0.25 Gm.) five to six 
times daily. Severe infections, mixed infections, 
or where bacterial resistance is expected —2 tablets 
(0.5 Gm.) five to six times daily. 

INFANTS AND CHILDREN 
% to 1 tablet (0.125 to 0.25 Gm.) five to six times 
daily. 


Descriptive literature available to the medical profession. 


AYERST, McKENNA & HARRISON LIMITED 
New York, N. Y. Montreal, Canada 


40 8.0 6.0 7.0 pH 
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When prescribing Ergoapiol 
(Smith) with Savin for your gynecologic 
patients, you have the assurance that it can be obtained 
only on a written prescription, since this is the only 
manner in which this ethical preparation can be legally 
dispensed by the pharmacist. The dispensing of this 
uferine tonic, time-tested ERGOAPIOL (Smith) WITH 
SAVIN—only on your prescription—serves the best 
interests of physician and patient. 
INDICATIONS: Amenorrhea, Dysmenorrhea, Menorrhagia, 
Metrorrhagia, and to aid involution of the postpartum uterus, 
GENERAL DOSAGE: One to two capsules, three to four 
times daily—as indications warrant. 
in ethical packages of 20 capsules each, bearing no directions. 
Literature Available to Physicians Only. 


ERGOAPIOL “wx SAVIN 


a Ethical protective mark, 

M.H.S., visible only 

when capsule is cut in 
half at seam. 

MARTIN H. SMITH COMPANY 
150 LAFAYETTE STREET 
NEW YORK 13, N.¥u 
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Parke, Davis & Company reveals that it will be 
in a position to supply the new vaccine for polio- 
myelitis announced by the National Foundation for 
Infantile Paralysis as soon as this vaccine meets 
“the tests of safety and effectiveness” in field trials. 
For years, Parke, Davis has conducted a large re- 
search program in virus diseases, including polio- 
myelitis. 


The Eaton Lasoratortgs, INc. product, Fura- 
dantin ® (nitrofurantoin, Eaton), is reported to 
produce “significantly good results in the treatment 
of chronic urinary tract infections that were unre- 
sponsive to other modern antibacterial agents” by 
Sidney Mintzer, Elmer R. Kadison, William H. 
Shlaes and Oscar Felsenfeld in Antibiotics and 
Chemotherapy.* This new antibacterial nitrofuran 
has been tailored specifically for the treatment of 
urinary tract infections. It is the first nitrofuran de- 
signed for systemic administration. Furadantin, with 
its broad spectrum of activity, “offers much promise 
for the treatment of bacterial urinary tract infec- 
tions,” the authors state. No untoward side effects 
such as proctitis, pruritus, abdominal pain, diarrhea, 
crystalluria, or sensitization were noted among 79 
cases. A few patients exhibited nausea or emesis, the 


number being 2 out of 59 on the present dosage | 


level. This product will soon be made generally 
available to the medical profession.*3:151-157 
(Feb.) 1953. 


Wintnrop-Stearns Inc. has made available on 
a nation-wide basis their antimalarial, primaquine 
diphosphate. This drug has, up to this time, been 
diverted entirely to military channels. Stepped-up 
production has permitted this company to exceed 
military demands and to place the product at the 
disposal of the medical profession, hospitals, and 
the drug industry. When used in conjunction with 
Aralen (chloroquine), an antimalarial also sup- 
plied by WintHROP-STEARNS, primaquine has been 
shown to be effective in preventing relapses in nearly 
all cases of vivax malaria. 


News Notes From Our Advertisers 


Merckx & Co., INc. has announced the avail- 
ability of Dental Ointment of Hydrocortone Ace- 
tate for the treatment of certain types of acute or 
chronic inflammation of the gums. This product is 
used as an aid in the treatment of various diseases 
occurring around the teeth, including acute or 
chronic gingivitis, hyperplastic gingivitis and chronic 
desquamative gingivitis, to facilitate the restoration 
of tissue tone. 


HorrMann-La Rocue Inc. announces the new 
Gantrisin Diethanolamine Ear Solution ‘Roche, 
a stable, sterile, antibacterial solution for the treat- 
ment of ear infections. It provides 4 percent Gantri- 
sin for local antibacterial action, 10 percent urea for 
promotion of healing, and 3 percent chlorobutanol 
for relief of pain. It is said to be valuable both in 
the treatment of ear infections and for prophylactic 
use following surgery. 


*x* * 


The Cuas. Prizer product, terramycin, is re- 
ported to be effective in the treatment of actinomy- 
cosis, a fungus disease also known as “lump mouth.” 
Three New York City dentists, Dr. Stanley L. Lane, 
Dr. Austin H. Kutscher, and Dr. Rolando Chaves 
report their successful control of the fungal ab- 
scesses in the Journal of the American Medical As- 
sociation.* Three of seven patients treated were 
helped by penicillin before they received terramycin, 
but penicillin, according to the dentists, did not 
clear up the condition as did terramycin. *Vol. 151, 
No. 12. 


Ayerst, McKenna & Harrison Limitep has 
just released Thiosulfil, a new sulfonamide with 
exceedingly high solubility. It is designed for greater 
safety in treating urinary tract infections. Thiosul- 
fil is said to be so markedly soluble in the free and 
acetyl forms, so sparingly acetylated, so rapidly ab- 
sorbed and excreted, that effective urinary concen- 
trations can be rapidly obtained with minimum 
danger of side effects. Alkalinization is not required 
and fluids are restricted rather than forced. Thio- 
sulfil, a brand of sulfamethylthiadiazole, is pre- 
sented in tablets of 0.25 Gm., bottles of 100 and 
1,000. 


*x* * * *x* * * 
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Rehabilitating severely croppled 
arthritics with physical therapy 


and 
Oy 
ACETATE 
(CORTISONE ACETATE, MERCK) 


The concurrent use of CorTONE and physiotherapy 
makes it possible to increase range of motion and 
muscle power, to relieve pain, and thus to rehabili- 
tate severely handicapped patients. 


Snow, W. B., and Coss, J. A., N.Y. State J. Med. 52: 319, Feb. 1, 1952 


Cortone ts the registered SME MERCK & CO., Inc, 


trade-mark of Merck & Co., Inc. \F Manufacturing Chemists 
for its brand of cortisone. : RAHWAY, NEW JERSEY 


OMerck & Co., inc. 
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Below is noted a list of the firms who at the present time are advertising in the 
JourNaL oF THE Mepicat Women’s AssociaTIon. We appreciate their in- 


terest in our publication and ask our members to favor them whenever possible. 


Abbott Laboratories Mead Johnson & Company 
Ayerst, McKenna & Harrison, Ltd. Merck & Company, Inc. 
Beech-Nut Packing Company Philip Morris & Co., Ltd., Inc. 
Bristol-Myers Co. Ortho Pharmaceutical Corporation 
S. H. Camp and Company Parke, Davis & Company 
Ciba Pharmaceutical Products, Inc. Chas. Pfizer & Co., Inc. 

The Coca-Cola Company Picker X-Ray Corporation 
Eaton Laboratories, Inc. Schering Corporation 

Geigy Pharmaceuticals Julius Schmid, Inc. 
Hoffmann-La Roche Inc. Martin H. Smith Company 
Holland-Rantos Co., Inc. E. R. Squibb and Sons 


Eli Lilly & Company Tampax Incorporated 
M & R Laboratories The Upjohn Company 
The S.E. Massengill Company Winthrop-Stearns Inc. 


ANNUAL MEETING—SPECIAL TRIPS 


The Committee on Arrangements would like to know the preference of members: 
Friday, May 29 
Boat trip around Manhattan 
United Nations tour 


TV and Radio programs 


Monday, June 1 
Visit and luncheon at Hillside Hospital- (Psychiatric) 


Visit and luncheon at one of the large drug houses in New Jersey 


Buffet supper at the home of Dr. Claman (President of Branch 14) at Westport, Conn., 

Boat trip around Manhattan 

United Nations tour 


TV and Radio programs 


Information on individual visits: Museum of Modern Art (Dr. Claman will secure guest 
tickets) ; Radio City; Empire State Building; Planetarium; clinics and hospitals ............ 

The Committee will be glad to present information on restaurants and theaters. Because 
tickets to hit shows are difficult to obtain, it is advisable for members to order tickets as early 
as possible directly from the theaters. 


Please fill in the above as soon as possible and return to the Committee on Arrangements, 
American Medical Women’s Association, 1790 Broadway, New York 19. 
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When pregnancy is contraindicated — 


A powerful, rapidly acting spermicide 


in a tenacwus, persistent barrier 


Products with years of Council 
acceptance based on proven clinical 
effectiveness* 


LOROPHYN SUPPOSITORIES w.n.r. 


Pe 
PH. 


A simple, effective technic that patients 


can use correctly and will use regularly. 


REFERENCES: Eastman, N. J., and Seibels, R. E.: 
Efficacy of the Suppository and of Jelly Alone as 
LOROPHYN JELLY N.N.R. Contraceptive Agents, J. A. M. A. 189:16, 1949. 
Eastman, N. J.: Further Observations on the 

eres? Suppository as a Contraceptive, South. M. J. 
PHARMACY 42:346, 1949 +* Eastman, N. J., and Scott, A. B.: 
Phenylmercuric Acetate as a Contraceptive, 
Human Fertility 9:33 (June) 1944. 


Formuta: Suppositories contain phenylmercuric - 
acetate 0.05% and glyceryl laurate 10% in a self- 
emulsifying, synthetic wax base. Hermetically 
sealed in foil. 


Formuta: Jelly contains phenylmer- 
curic acetate 0.05%, polyethylene 
glycol of monoiso-octyl phenyl! ether 
0.3%, methyl p-hydroxybenzoate 


0.05%, sodium borate 3% in a spe- 
cial jelly base! 34% ounce tube. EATON LABORATORIES, INC. 
NORWICH, NEW YORK 
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Ask a man if he loves his child, an 


answer before he gives it. 

from cancer—some time durl 
Cancer can n—no age i 
ble scourge- ob them 


s free 
of the love 2” 


; the victory 


Local 


you help them sowup 
in a saler world: 
d you know the ia 
care of a mother" 
Won't you help us in the fight against this terrible 
| W The American Cancer Society needs money- Money 
to aid doctors problems of diagnosis and treatment, 
to provide for costly research, ease the suffering 
: Our weapons are your dollars and conts 
: is a better world for all our children. wr 
Send a contribution today to Cancer c/o your | | 
aa Post Office. Thank 
STRIKE pack—GIVE 70 CONQUER cancer! 


in preventive geriatrics 


“MEDIATRIC?” carsues 


steroid-nutritional compound 
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M/Sst. 
Hubert L. Lee, usa 
Medal of Honor 


ws TIMES Sergeant Lee’s platoon _is when people like you buy United States 
had taken, then lost, the hill near Ip-o-ri. Defense Bonds. 

On the fifth try, the sergeant, though hurt, 
was leading. A Red grenade hit him, seri- 
ously wounding both legs. Refusing assist- 
ance, he advanced by crawling, rising to 
his knees to fire. He caught a rifle bullet 
in the back. Still he wouldn’t be stopped. 
Finally, with 12 survivors of his platoon, 
he took the hill, then let the stretcher- 

bearers carry him away. Today Sergeant Now E Bonds earn more! 1) All Series E 
Hubert Lee says: Bonds bought after May 1, 1952 average 3% in- 


terest, compounded semiannually! Interest now 
“In thirteen years of soldiering, I’ve starts after 6 months and is higher in the early 


seen brave enemies defeated—because years. 2) All maturing E Bonds automatically go 


é on earning after maturity —and at the new higher 
things had collapsed back home. That’s interest! Today, start investing in better-paying 


why I can appreciate what a good thing it _—_ Series E Bonds through the Payroll Savings Plan! 


“I’m told that you, and millions of 
others, own a total solid investment of 50 
billion dollars in our country’s Bonds. 
That’s good! That’s strength! A man can 
face a hill when he knows that people like 
you are keeping our homeland strong.” 


4 


Peace is for the strong! For peace and prosperity 
save with U.S. Defense Bonds! 


The U.S. Government does not pay for this adverti. It is d d by this publication in 
Advertising Council and the Magazine Publishers of America. 
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diarrhea... 


fluidounce contains: | k agp e ate 


Trademark Reg. U.S. Pat. Off. 


in an aromatized and carminative 
vehicle 


Available in bottles of 10 oz. and 
1 gallon 


The Upjohn C 


ompany, Kalamazoo, Michigan 
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AMERICAN MEDICAL WOMENS ASSOCIATION 


GENERAL INFORMATION 


Tue JourNAL oF THE AMERICAN MEDICAL WoMEN’s AsSOCIATION is the official organ of the American Medical 
Women’s Association and is issued monthly the 15th of each month. 


CONTRIBUTIONS—TueE JourNat oF THE AMERICAN MeEpIcAL WoMEN’s ASSOCIATION extends an invitation 
to the profession for articles on original investigation, for reviews, case reports, articles of historical interest—espec- 
ially those dealing with the status of women physicians, biographies of women in medicine, and any other material on 
subjects of special concern to women physicians. All manuscripts for publication, letters, and all communications re- 
lating to the editorial management of the JouRNAL OF THE AMERICAN MEDICAL WOMEN’S AssSOcIATION should be 
sent to the Editor at the address below. 


Articles are accepted for publication with the understanding that they are original contributions never previously 
published and are contributed solely to the JouRNAL OF THE AMERICAN MeEpicaAL WoMEN’s AssociaTION, All manu- 
scripts are subject to editorial modification and upon acceptance become the property of the JouRNAL OF THE AMERI- 
can MepicaL WoMEN’s AssociATION. Material published in the JourNAL is copyrighted and may not be repro- 
duced without permission of the Editor. Neither the editors nor the publisher nor the Ameri¢an Medical Women’s 


Association will accept responsibility for the statements made or opinions expressed by any contributor in any article 
published in its columns. 


MANUSCRIPTS—Manuscripts must be typewritten on one side of the paper only with double spacing and wide 
margins. The original and one carbon copy should be submitted; a second carbon copy should be retained by the 
author. The author’s full name, academic or professional titles, and complete address must accompany manuscript. 


ABSTRACTS—Authors are requested to submit concise abstracts of their papers to the Editor. 


ILLUSTRATIONS—Illustrations must be in the form of glossy prints or drawings in black ink. On the back of 
each illustration the figure number, author’s name, and indication of the top of the picture must be given. Legends 
for illustrations must be typewritten in a single list, with numbers corresponding to those on photographs and draw- 
ings. THE JouRNAL OF THE AMERICAN MEDICAL WoMEN’s ASSOCIATION encourages the use of illustrations and will 
supply a reasonable number free of cost; special arrangements must be made with the Editor for excess illustrations 
or elaborate tables. The Editor is not responsible for the safe return of manuscripts and illustrations. All material sup- 
plied for illustrations, if not original, should be accompanied by reference to the source and permission for reproduc- 


oe the owner of copyright. Recognizable photographs of patients should carry with them written permission for 
publication. 


REFERENCES—Bibliographic references should appear at the end of the manuscript and not in footnotes. They 
should conform to style of the Quarterly Index Medicus. This requires in the order given, name of author, title of 
article, name of periodical, with volume, page, month (and day of month if the journal appears weekly) and year. 
References should be numbered consecutively throughout the paper and listed in order by number from the text. 

Galley proofs of scientific articles will be furnished JouRNAL authors for correction. Proofs of other articles will be 
supplied upon request. 


REPRINTS—Reprints of all articles must be ordered at time proof is returned. Prices will be available for quota- 


o~- _— the Business Manager when articles are in page form. Individual reprints of articles must be obtained from 
author. 


REVIEWS OF BOOKS—Because of limitations of space, only books of scientific interest or reference value which 
can be recommended to its readers will be noticed. All ks for review should be sent to the Editor at address below. 


SUBSCRIPTIONS—The subscription price of the JouRNAL OF THE AMERICAN MEDICAL WoMEN’sS ASSOCIATION 
is $5.00 per year, $9.00 for two years; single copies are $1.00. 


ADVERTISING—Rates will be furnished by the Business Manager of the JourNaAL, 1790 Broadway New York 
19, N. Y. The publishers reserve the right to decline any advertising submitted and to censor all copy. Acceptance of 
an advertisement does not imply official endorsement of the product advertised. 


CHANGE OF ADDRESS—Notification of change of address should be sent to the JourNAL office, 1790 Broad- 
way, New York 19, N. Y. Please give both old and new addresses, 


Address all correspondence to the 
JOURNAL OF THE AMERICAN MEDICAL WOMEN’S ASSOCIATION 
1790 Broadway, New York 19, N. Y. 


Don’t miss 
Pfizer 


Spectrum 


appearing 
regularly in 
the J.A.M.A. 


Truly 
broad-spectrum 
therapy in 

each tasty 


teaspoonful 


BRAND OF OXYTETRACYCLINE. AMPHOTERIC 


oral suspension 


Pure, well-tolerated Terramycin in 
pleasant raspberry-flavored vehicle. 
Each 5 cc. teaspoonful supplies 
250 mg. of truly broad-spectrum 
antibiotic effective against gram-positive and 
gram-negative bacteria, including the important 
coli-aerogenes group, rickettsiae, certain large 


viruses and protozoan organisms. 


world’s largest producer of antibiotics 


ANTIBIOTIC DIVISION, CHAS, PFIZER & CO., INC.. BROOKLYN 6, N.Y. 
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CAPSULES 


MEJALIN 


For more complete effectiveness in vitamin 
B complex supplementation, Mejalin supplies 
all eleven of the identified B vitamins in well bal- 
anced amounts. Liver is added for its contribu- 
tion of other B vitamins. Iron is included since 
B complex-deficient diets are often iron- 
deficient also. - 

This broad spectrum supplement is useful 
in such conditions as childhood anorexia, 
stress periods, e.g., adolescence and pregnan- 
cy, prolonged antibiotic therapy, restricted 
diets, convalescence and liver disease, and in 
many other instances where vitamin B complex 
deficiency is present or may develop. 


MEJALIN 


the | 
BROAD 
SPECTRUM 
vitamin B 


com plex 
supplem ent 


Mejalin is supplied in two exceptionally 
pleasant dosage forms: Liquid—infants 
and children like the appetizing candy- 
like flavor; Capsules—usually preferred 
by adolescents and adults. 


Each teaspoon (5 cc.) of Mejalin Liquid 
and each Mejalin Capsule supplies: 


Thiamine hydrochloride........... 1 meg. 
Pyridoxine hydrochloride........ 0.2 mg. 
Vitamin Bi2(crystalline). ......0.33 mcg. 
0.02 mg. 
Para-aminobenzoic acid.........0.5 mg. 
Liver 300 mg. 


*Mejalin Liquid contains panthenol and soluble liver 
fraction N.F.; Mejalin Capsules contain calcium 
pantothenate and desiccated liver N.F. The 7.5 mg. 
of elemental iron is provided by ferrous sulfate. 


MEAD JOHNSON & COMPANY 
Evansville 21, Ind., U.S.A, 
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